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When applied to a fine precision instrument, “quality” im- 
plies the use of the best basic materials, workmanship of Highly 


unsurpassed skill, and superior methods and facilities essen- 


tial to quality production. laun d 
Obviously, a superior quality instrument costs more to 


produce ... and such quality logically justifies a nominally 
greater selling price by virtue of the longer and more satis- 


factory service assured. 
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afford an excellent example as they are built up to a quality 
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The buyer is assured of 12 perfect blades inevery dozen © o : 

Rib-Backs purchased. Their superior cutting efficiency and 

longer periods of satisfactory utilization are factors that Hospitals, 
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on its Compact, 
Highly Efficient, 
Laundry Department 


PROBLEM: This Masonic Home, 
which cares for 160 elderly. persons, 
questioned whether its clean linen 
problem was being handled most 
efficiently and economically. 


SOLUTION: Our Laundry Advisor 
was requested to make a thorough 
study and submit all findings. His 
report listed actual benefits to be 
obtained by installation of a small, 
efficiently equipped laundry depart- 
ment. Masonic Home then decided 
’ to install the laundry according to 
specifications supplied by the Laun- 
dry Advisor. 





] RESULTS: The Superintendent re- 
ports savings of $833 during first 
3 months of operation. Other bene- 
fis include “better quality work”, 

“faster return of linens to service” 
& and “smaller linen inventory.” 


Os 





Hospitals, large or small, are in- 
uited to discuss their laundry prob- 
lems with our Laundry Advisor. 
No obligation. WRITE TODAY. 
ji Your hospital will benefit by selecting from our complete line 


of most advanced and productive hospital laundry equipment. 








AMERICA 


LAUNDRY MACHINERY CO. 


12, OHIO 


REMEMBER .. . 
Every department of the hospital 
depends on the laundry! 
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INCE LAST REPORTING to you I 

have done some traveling. The 
log was like this: To Battle Creek, 
Mich., November 5 for an over- 
night stay with the Graham 
Davises and a glimpse at a gentle- 
man farmer in all his glory. Then 
to Grand Rapids for nearly three 
days to attend the thirtieth annual 
meeting of the Michigan Hospital 
Association. Proceeded to Chicago 
the seventh, spent the next day at 
Association headquarters. 

The next two days were devoted 
to sessions of the special Commit- 
tee on Association “Structure. Re- 
turned to Philadelphia the evening 
of the eleventh and the next day 


participated in a meeting of the 
Inter-Association Committee on 
Health in New, York. Sunday at 
home and then to Wilmington, Del., 
to attend the first day of a two-day 
conference of the Maryland-Dis- 
trict of Columbia-Delaware Hospi- 
tal Association. Returned to Chi- 
cago December 1 for a series of 
meetings lasting six days—Council 
on Prepayment Plans and Hos- 
pital Reimbursement, Coordinating 
Committee, Board of Trustees and 
Council on Administrative Prac- 
tice. 


In GOING ABOUT the country on a 
tight schedule one gets to appre- 
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PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


... the refreshing 
body rub cream that 
is cooling, invigorat- 
ing, economical. It 
supplies a physiolog- 
ical need in the hos- 


pital. 
Send for free sample. 


Distributed by 


MINNESOTA 

















ciate ‘air service as a time saver. 
For instance, Mrs. Hatfield and I 
left Philadelphia a half hour before 
noon Saturday, November 5, and a 
few minutes after two o’clock we 
were watching the Michigan-Pur- 
due football game in the stadium 
at Ann Arbor. It was a fast and 
refreshingly comfortable flight to 
the Detroit airport at Willow Run. 
The ride with Graham Davis from 
there to Ann Arbor was likewise 
fast. We covered the 10 miles in 
about 10 minutes. Graham _in- 
formed us there is no speed limit 
outside of towns in Michigan, then 
nonchalantly admitted his car 
brakes had failed a couple of times 
recently. The flights from Grand 
Rapids to Chicago and later from 
Chicago to Philadelphia, although 
at night, were pleasant. 


My VISIT TO ASSOCIATION head- 
quarters in Chicago gave me an 
opportunity to discuss sundry 
matters with the executive director 
and his lieutenants. I was able to 
bring myself up to date on depart- 
mental activities and current coun- 
cil activities. Additionally, I met 
just about every member of head- 
quarters staff. 

It had been several years since 
I was in the building. I noted the 
many physical improvements, in- 
cluding specialized equipment for 
handling the greatly expanded As- 
sociation business. I was conscious 
of the need of more space for the 
many departmental functions and 
came away thinking how the prob- 
lems there parallel those many of 
us face in our older hospitals—in- 
adequate facilities for a growing 
organization, with little promise 
of solution short of new construc- 
tion. 


Ve MAY BE WONDERING what the 
Inter-Association Committee on 
Health is and what its objectives 
are. The committee is composed of 
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Rajnd Therapeutic A ctuon 


RYSTALLINE Penicillin G Sodium Merck, 
because of its prompt absorption after 
injection in aqueous solution, produces a 
rapid therapeutic effect. It is obvious that 
this form of Penicillin is indicated where 
prompt action is desired, as in severe and 
fulminating infections. 
It is unsurpassed in purity—suitable for 
all routes of administration—and extremely 
simple to handle. 


MERCK & CO., Ine. 


Literature is available upon request. Manufacturing Chemists 
RAHWAY, N. J. 
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AT A GLANCE 


Method of 


STOPPING 
INFECTION* 


IF NOT MELTED 
the pack is 
DANGEROUS 


IF MELTED 
the pack is 
perfectly SAFE 





* Before autoclaving, place a 
Diack Control at the center 
of each large bundle of dress- 
ings, particularly in the large 
bundles located at the bot- 
tom of the chamber. Allow 
the long threads to extend 
out of the packs. 


When the charge has been 
run each pack of dressings 
may be checked for complete 
sterility by pulling the Diack 
out of the bundle. Examine 
the tablet; if melted, the 
dressings are SAFE! 


D) calf # nN Lots 
























three representatives from each of 
the American Dental, American 
Hospital, American Medical, Amer- 
ican Nurses’, American Public 
Health and American Public Wel- 
fare associations. Its objective, in 
effect, is to study and discuss 
methods of improving health care 
of all the American people. The 
committee will serve as a means 
for the exchange of information on 
the programs of participating or- 
ganizations to the end that a 
common understanding may be 
reached toward the solution of na- 
tional health problems. The group 
was organized last spring and, al- 
though I have participated in only 
one meeting (that of November 
12), I have the feeling much good 
will come from these group ses- 
sions, that they will result in a 
better understanding of the com- 
mon problems and those pecul- 
iar to the participating associa- 
tions, and that this unified action is 
the common sense approach to the 
overall problem of improving the 
health of the nation. 


I SUPPOSE THERE ARE many hos- 
pitals like ours whose facilities do 
not lend themselves well, if at all, 
to the accommodation of our 
friends, the salesmen, who wish to 
meet in person, display, and dis- 
cuss new developments of their 
line of offerings with members of 
the visiting and house staffs, in- 
cluding nurses. Reference is made 
particularly to representatives of 
drug, pharmaceutical and book 
publishing houses. 

Where a large staff room is avail- 
able, it is the custom for these 
representatives separately to ar- 
range to set up a small display and 
stand by during a given day to 
make contacts as the physicians go 
and come. Under these circum- 
stances nurses are not contacted. In 
many hospitals this a familiar pro- 
cedure. 

It occurred to me that you would 
be interested in how we solved our 
problem, which, as I have indi- 
cated, was probably very much like 
that experienced by many of you. 
One day a year, as a rule in Janu- 
ary, we make our auditorium avail- 
able to a select group of displayers 
—somewhere between 10 and 15. 
It is a miniature commercial ex- 
position that lasts from 10 A.M. 


until 4 P.M. Staff physicians, in- 
cluding interns and residents, and 
of course the nurses, visit the dis- 
play at their convenience. 

Those who display do so upon 
our invitation. They jointly pre- 
pare a form of announcement, list- 
ing the firms they represent, and 
mail them to persons on a list 
which we prepare. There is rel- 
atively little expense involved, but 
whatever the amount it is shared 
equally by those participating in 
the exposition. All parties con- 
cerned voice approval of the plan 
as it obviously has several meri- 
torious features. 


Tccn YEAR WE CELEBRATE birth- 
days, wedding anniversaries and 
such special events as Christmas, 
Easter and Independence Day. 
They occur with clock-like reg- 
ularity and serve to remind us, 
among other things, how rapidly 
time is passing. Before we are 
aware of it, we are commemorating 
a twenty-fifth, a fiftieth or a hun- 
dredth anniversary. 

Some time ago, in planning for 
the celebration in 1951 of the 
200th anniversary of the founding 
of the Pennsylvania Hospital, I be- 
came acutely aware of two quarter 
century anniversaries looming just 
ahead in my life. I referred to them 
in my November report. 

My wife and I celebrated our 
silver wedding anniversary in Chi- 
cago, November 10. It was an 
occasion we will long remember, 
thanks to the members of the As- 
sociation Structure Committee, 
their ladies and the Bugbees. 

Celebration of the completion of 
25 years as a member of the Penn- 
sylvania Hospital family on No- 
vember 28 was a much less 
pretentious affair but a significant 
occasion from the personal stand- 
point. 


iF CONCLUDING this report I should 
like to wish everyone a genuinely 
happier and less troubled 12 
months during this year of our 
Lord, nineteen hundred and fifty. 


bh=Ss———_— 


John N. Hatfield, President, 
American Hospital Association 
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‘i. ting Synkayvite is a stable, potent, water-soluble 
vitamin K compound used to prevent bleeding in 


hun- 
the newborn when due to hypoprothrombinemia. 





1g for Vitamin K is now used during labor or at birth with 
the “life saving effect.”! Prothrombin levels can also 


ndin 
I eg be quickly restored in obstructive jaundice, 


larter 
g just marked by bleeding tendencies due to vitamin K 


=m deficiency. Adult dosage, 5 to 10 mg daily, adminis- 
aia tered orally or parenterally, larger doses when 
Chi- necessary. In routine obstetrical use, 10 to 20 mg 
s an parenterally to the mother during labor, or 5 mg to 
nber, infant immediately on delivery. Synkayvite is 
Aicat supplied in 5 mg tablets for oral administration, 


ittee, 
and in 5 mg and 10 mg ampuls for parenteral use. 
1. Wiswell, G. B., Canad, M.A.J., 53:555, 1945. 
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ON POLICIES FOR FORMAL BIDDING 


HOUGH SOME PURCHASING is 
i ccnducted informally, many 
hospitals make major purchases 
only after formal bids have been 
submitted and considered. The 
problem of setting a policy on bids 
is discussed this month by four 
administrators who have answered 
the question: “Under what circum- 
stances do you believe formal bids 
should be placed, and should this 
be a matter of policy determined 
by the hospital’s board?” 


Formal bidding used mainly 
for major purchases 


FORMAL BIDS should be secured 
whenever the purchase involved 
lends itself to formal price quo- 
tation. To be amenable to for- 
mal bidding, the articles needed 
should represent sufficient outlay 
of funds to warrant the time and 
effort necessary to invite and pre- 
pare formal bids. The goods needed 
must be subject to well-defined 
specifications which will give as- 
surance that all vendors submit 
bids on the same kind and quality 
of goods. 

It also must be possible to delay 
the purchase sufficiently to allow 
time to process bids, and the goods 
must be available from more than 
one supplier. In general, formal 
bids should be secured for pur- 
chases whenever time and other 
circumstances permit. Spot buying 
is preferable for perishable foods, 
for specific one-vendor items, and 
for those requirements represent- 
ing a minimal outlay of money for 
which simple quotations can be 
readily secured. 

The function of purchasing 
should be under the direction of 
the hospital administrator, who 
should determine the policy re- 
garding the invitation of formal 
bids. The actual selection of sup- 
pliers may be subject to a general 
statement of policy by the board 
of trustees. For instance, the board 
may properly establish the policy 
that when quality, price and other 
considerations are equal between 
vendors, suppliers in the local 


24 


community shall be given prefer- 
ence. In accordance with this pol- 
icy, the purchasing agent may 
confront local suppliers with pref- 
erential prices available outside 
the immediate community with the 
statement that the hospital prefers 
to buy locally whenever suppliers 
can meet the best price quotation 
available. 

At the same time, a board re- 
quirement about which items 
should be subject to competitive 
bids would be influencing a phase 
of hospital management about 
which the trustees have only su- 
perficial knowledge. The board 
should require that the hospital be 
operated in the most economical 
manner possible, consistent with 
high quality service, and should 
subsequently leave the administra- 
tor free to carry out this broad 
policy to the best of his ability. — 
DONALD W. CORDES, administrator, 
Iowa Methodist Hospital, . Des 
Moines. 


Contract buying and capital 
equipment require bids 


FORMAL BIDS should be placed 
for all contract purchasing and 
capital equipment. Because of the 
amount of funds involved, I believe 
that the board of trustees should 
make such purchases a matter of 
policy for any size hospital. Such 
a policy usually gives the adminis- 
tration latitude to make necessary 
purchases up to $500 or $1,000 
without formal bids. 

The public relations aspect of a 
continuing contact between the 
purchasing representative of a hos- 
pital and any member of a large 
cross section of hospital suppliers’ 
representatives must not be min- 
imized. A bid invitation to a sales- 
man whose tact and personality 
may leave something to be desired 
allows a hospital to conduct its 
business (not the purchasing 
agent’s business) on an unbiased 
basis. Consideration then can be 
given to quality and service, reli- 
ability of vendors and/or manu- 
facturers, and favorable price con- 


sistent with quality specified in the 
invitation. 

The use of a formal bid in the 
majority of hospitals would mini- 
mize sharp purchasing practices 
and/or high pressure selling prac- 
tices. There are ethics on both sides 
to be appreciated and principles to 
which ‘both the purchasing agent 
and salesman should adhere. A 
policy on purchasing by the board 
of trustees sets a pattern that 
makes it the duty of the purchasing 
agent to conform with other pro- 
fessional standards of hospital con- 
duct.—RUSSELL C. NYE, adminis- 
trator, Northwestern Hospital, Min- 
neapolis. 


Flexibility is necessary in 
formal bidding policies 


EACH HOSPITAL SHOULD USE its 
discretion in requesting formal 
bids. In general this might mean 
that formal bids would not be 
required on day-to-day needs ex- 
cept for varying periods for such 
requirements as fuel or milk. 

If I were a member of the board 
of trustees, I should want the ad- 
ministrator to secure formal bids 
on all new capital equipment and 
on replacements such as furniture 
and machinery. It would be my 
feeling that monthly operating 
statements would keep me in- 
formed on costs of general needs 
and that I could occasionally check 
on these if warranted by rising 
costs per day. I should want to 
know that extraordinary expenses 
or capital additions were contract- 
ed for as a result of formal bidding. 

It is true that this cannot always 
be done because of a desire at 
times for a certain x-ray machine 
or other item. I still should want 
to know why something else, 
equally good, should not be includ- 
ed in the bidding. 

This would become a policy of 
the board, whose confidence in the 
hospital administrator should. be 
such as to allow him to use his 
judgment in emergencies or in 
cases where anything other than 
prompt action might result in the 
loss of a bargain.—JOHN H. HAYES, 
superintendent, Lenox Hill Hospi- 
tal, New York City. 


Bid placing policy is a 
board responsibility 


FORMAL BIDS should be placed 
when specifications are clearly 
known by the hospital, when this 
data can be given to the supplier 
and when there is a_ possibility 
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simplicity and precision 
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Suteinouer LON TROL 


electromatically governing each progressive step of 
the complete sterilizing cycle, is readily adaptable 
‘to all “American” sterilizers now equipped with Top 
Operating Valve. . 


@ Split-second precision in all sterilizing 
. . procedures 


@ Saves valuable time and labor _ 


@ Facilitates greater load output 


Manually controlled in 
event of current failure in 


WRITE TODAY for detailed information _ f hospital. 
AMERICAN STERILIZER COMPANY 


Erie; Pennsylvania 
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that a saving to the hospital may 
result. Spot purchase rather than 
bids is good practice for some ar- 
ticles so that the hospital may take 
advantage of day-to-day price 
variations. In general, bids should 
be placed for any major expendi- 
tures such as construction, altera- 
tions, repairs, equipment and sup- 
plies. 

If specifications cannot be given 
clearly, it may be necessary to 
place bids with well known repu- 
table firms which the hospital 





knows from past experience will 
stand behind the value of their 
goods. A decision to purchase then 
may be based on relative costs and 
an estimate of quality. In many in- 
stances specifications from the Na- 
tional Bureau of Standards may be 
of assistance. 

The hospital board should de- 
cide policy in the placing of bids. 
In general, an order should be 
awarded to the lowest bidder if 
the hospital is assured of equal 
value. Certainly the board should 





The Quality is Obvious 





Illustration: RLP Tubings make tight connections. They are 
quickly connected or removed but will not pull off accidentally. 


To first time you handle a piece of RLP Pure Latex Surgical 
Tubing you notice a difference immediately. Crumple and 
squeeze it—stretch it hard, it snaps back like a rubber band 
without distortion. Although soft and resilient to the tovch, it 
is elastic as only pure latex can be and is extremely tough. 


RLP Tubings are superior because they are made from pure 
liquid latex without the use of minerals or coagulants. They are 
absolutely non-toxic; hence, safe for any application where purity 
is essential. They are seamless and smooth both inside and out 
and resist the effects of washing as well as age and storage 


deterioration. 


Because of their high degree of elasticity, tubing connections 
can be easily made or removed. Once connections are made, 
however, they hold snugly even on glass and 

will not pull off accidentally. 


to buy. 





RLP Pure Latex Tubings are available from 
your suppliers. When next you order specify 
RLP and assure yourself of the finest pure latex 
laboratory and surgical tubings it is possible 


Pure Latex Surgical Tubing 


6 Standard Sizes 


Pure Latex Laboratory Tubing 


24 Standard Sizes 


Rubber Latex Products, Inc. 


Cuyahoga Falls, Ohio 








be concerned and should be able 
to give invaluable advice on bids 
for major construction and other 
items involving large expenditures 
of money. 

The board should not be con- 
cerned with routine supplies re- 
quired monthly. It should be a 
board policy that no member ex- 
pect to profit by his connection 
with the hospital. Local vendors 
or manufacturers should not have 
preference if the hospital loses fi- 
nancially, even though the supplier 
may be a strong supporter of the 
hospital. 

Routine formal bids should not 
be rubber stamped by admiinistra- 
tion. An occasional spot check of 
any particular purchase will prob- 
ably insure that a proper proce- 
dure is being followed by the pur- 
chasing department. 

The placing of bids should tend 
to decrease rising prices unless 
hospitals are dealing with organ- 
ized combines, in which case group 
purchase may be helpful. Good 
will of vendors is necessary and 
routine formal bids will assist be- 
cause various companies will know 
they are receiving consideration.— 
Dr. CARMAN J. KIRK, superintend- 
ent; Victoria Hospital, London, Ont. 


1950 NOMINATIONS 


The first meetings of the 1950 
Committee on Nomination of 
Officers will be conducted dur- 
ing the Mid-Year Conference, 
February 10-11 at the Drake 
Hotel, Chicago. Rooms and 
hours for the two meetings will 
be announced at the conference. 

Members of the Association - 
are invited to submit sugges- 
tions for consideration. These 
may be mailed in advance to 
the chairman or a committee 
member or may be made in 
person at a committee session. 

The following slate of offi- 
cers is to be selected for pres- 
entation to the House of Dele- 
gates at Atlantic City next Sep- 
tember: President-elect, first, 
second and third vice presi- 
dents; treasurer; three members 
of the Board of Trustees. 

Grace T. Crafts, Madison 
(Wis.) General Hospital, is 
committee chairman. Members 
are Dr. Donald C. Smelzer, 
Hospital Planning Agency-Citi- 
zens’ Conference, Philadelphia; 
Fred M. Walker, Grady Mem- 
orial Hospital, Atlanta; Dr. Ed- 
win L. Harmon, Grasslands 
Hospital, Valhalla, N. Y., and 
A. A. Aita, San Antonio Com- 

munity Hospital, Upland, Calif. 
} om 
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equipment with 


POUR-0-VAC SEALS 


the modern, reusable hermetic closure 
for sealing, storing, handling and con- 
serving surgical fluids. 





THESE FACTS ARE CONVINCING... 









Pour-o-vac Seals eliminate the possibility 
of sterile water contamination caused by 
intake of bacteria-laden dust . . . avoids 
contamination by unfiltered air. 










They serve a secondary function of provid- 
ing a dustproof seal for remaining fluid 
when only the partial contents of a con- , 
tainer are used. Of importance, they are 
interchangeable with all Fenwal 3000, 
2000, 1000 and_500 ml. containers. 







In permitting contents to be stored for long 
periods under vacuum .. . periodic testing 
for sterility without breaking the hermetic 
seal . . . pouring of contents from a non- 
drip sterile lip, Pour-o-vac seals eliminate 
the wasteful, time-consuming and ques- 
tionably scientific method of sealing with 
gauze, cotton, paper, string and tape. 












ALSO INV ESTIGATE—Fenwal Automatic 
Washing Units, capable of accommodating and 
thoroughly cleansing 4 containers in 30 seconds. 







Heavauarters FOR SCIENTIFIC 
GLASS BLOWING, LABORATORY 
AND CLIWICAL RESEARCH AP- 
PARATUS, REAGENT CHEMICALS 


ORDER TODAY or. write immediately for 
further information 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge, Massachusetts 
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Computation of occupancy 


I am writing to ask what is the com- 
mon or accepted mathematical procedure 
among hospitals with regard to bed 
complement and _ percentage of oc- 
cupancy. 

In computing the percentage of 
occupancy the present number of 
beds actually set up for inpatient 
care should. be used. This number 
should include cribs in the pedi- 
atric department. Beds in the emer- 
gency, recovery and labor rooms, 
as well as those for electrocardi- 
ography and metabolism examina- 
tions, should not be included. Cribs 
or bassinets in the nursery also 
should be omitted. 

Percentage of occupancy figures 
should be computed separately for 
adults and for newborns. These two 
figures should not be combined to 
show the overall occupancy of the 
hospital inasmuch as a relatively 
low or high occupancy in the nurs- 
ery then would unduly affect the 
overall occupancy.— MAuvuRIcE J. 
NORBY. 


Federal nurses 


We understand that Congress recently 
passed a law raising salaries of some pro- 
fessional hospital employees. Can you 
give us some specific information about 
new rates of pay and allowances for 
nurses? 

The Eighty-first Congress passed 
a law which established new rates 
of pay for some personnel in mili- 
tary services. Both interns and 
nurses are affected. 

Under the new plan nurses in 
the military forces will receive 
$2,565 a year base pay with an 
additional $720 to $900 as rental 
allowance and $504 for subsistence. 
The two allowances are not paid 
to nurses who are subsisted in 
nurses’ homes or in other accom- 
modations on military posts. When 
nurses are on independent duty 
where quarters are not provided, 
they would receive the amounts 
indicated above. 

The basic annual salary would 
be increased approximately $30 a 
month after four years’ service. 
These increases progress over the 
years on the basis of length of serv- 
ice until the individual nurse at- 
tains the maximum allowed. 

The rate of pay for medical de- 
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partment employees in the Veter- 
ans Administration also has been 
increased by legislative action. 
Nurses entering the service in the 
junior classification would receive 
$3,400 a year. In the senior grade 
the rate of pay varies from $5,400 
to $6,400 a year. The assistant di- 
rector of nursing service would 
receive $6,400 to $7,400. 

Nurses in the Veterans Admin- 
istration have 5 per cent of their 
$3,400 base pay deducted toward 
retirement. Also deducted is sub- 
sistence at the rate of $1.35 a day 
for meals and a varying amount 
for quarters that are furnished by 
the Veterans Administration where 
there is a nurses’ home. The rental 
amount deducted ranges from $10 
to $15 a’ month.—Dr. DALLAs G. 
SUTTON. 


Doctors’ fees 


The chief of our surgical staff came to 
me this morning inquiring whether any 
hospital boards throughout the country 
attempt to control fees charged by sur- 
geons. Since I could not give an answer, 
I am passing the question along to you 
and would appreciate any information 
you may have. 

Apparently the problem is the result of 
certain members of our surgical staff 
charging what seems to the public exces- 
sive fees. Other members of the staff feel 
that it reflects on the entire surgical staff 
as well as the hospital, and they are 
wondering about various methods of 
solving such a problem. 

The principles of ethics of the 
American Medical Association pre- 
clude the control or regulation of 
fees charged by physicians or sur- 
geons who are granted privileges 
of private practice in the hospital. 
Resolutions to this effect have been 
adopted by a number of state and 
county medical societies. In fact a 
heated controversy now exists in 
regard to the establishment of fees 
for professional services in radi- 
ology, pathology and anesthesiol- 
ogy even though such physicians 
are employed by the hospital and 
are not granted the privileges of 
private practice except in the case 
of ambulatory patients. 

With the exception that a limited 
number of hospitals, clinics or 
foundations employ physicians on 
a salary and make professional 
services available to patients on an 


all-inclusive rate, it is not the pol- 
icy of hospital boards to regulate 
fees charged by physicians or sur- 
geons to their private patients. In 
most communities physicians ar- 
range among themselves standard 
fee schedules for similar types of 
professional services to patients. 
This is definitely a matter for con- 
trol and action by the organized 
staff of the hospital as it is the 
members of the staff themselves 
who are involved when excessive 
fees are charged. 

My suggestion is that the chief 
of the surgical staff meet with his 
colleagues and arrive at a general 
understanding with the surgical 
staff members in regard to the fees 
they charge their patients while 
using facilities of the hospital.—Dnr. 
CHARLES T. DOLEZAL. 


Package library 


Is there any information in the library 
on nurse-patient voice communication 
systems? 

A package library containing ar- 
ticles on this subject has been pre- 
pared by the library. Included are: 

“An Ingenious Calling System.”’ 
D. Cairns. Canadian Hospital, Feb- 
ruary 1948. 25: 39-40. 

“Two-Way Audible Communica- 
tions.” E. A. Jacobs. HOSPITALS, 
October 1947. 21: 44-45. 

“Hartford Hospital: Mechanical 
Features.” B. B. Lovell Jr. Modern 
Hospital, May 1948. 70: 67-68. 

“Patient to Nurse Communica- 
tion.” R. M. Smith. The Hospital 
(London), September 1948. 44: 
389-391. 

“Simplify System of Patient In- 
tercommunication.” Hospital Man- 
agement, August 1949. 68: 62-64. 

This package library is available 
on loan. Requests should be sent 
to the Association library, 18 E. 
Division Street, Chicago 10.—HEL- 
EN V. PRUITT. 


Planning for accommodations 


This hospital would like to change 
some rooms from private to semi-private 
and some semi-private accommodations 
to wards. We are now making up a rec- 
ord of percentage of occupancy. Is there 
any information available on what the 
percentage of occupancy should be for 
these classifications and for the maternity 
section? 

The best source of information 
is your own past record on the 
demand for the various types of 
accommodations. There is, how- 
ever, one factor to be considered: 
You must plan for a greater per- 
centage of occupancy for private 
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nine vitamins 


A ec B, « Bz « Bg « Nicotinic Acid « Pantothenic Acid « C « D « E 


Nine vitamins — A, the B-group, C, D, E—are available in ABDEC® 
KAPSEALS® for well-rounded vitamin therapy. You will want to pre- 
scribe ABDEC KAPSEALS to overcome vitamin deficiencies quickly 
and to insure optimal intake of essential nutrients. 


BDEC xwareseats: 


comprehensive vitamin therapy 


Dosage: For the average patient, one EACH ABDEC KAPSEAL CONTAINS 
“ . Vitamin A - « + 5,000 U.S.P. units 
ABDEC KAPSEAL daily; during preg- VitaminD . . . 1,000 U.S.P. units 
, P fixed Tocopherols. 
nancy and lactation, two Kapseals daily. ¥ nVituein it fackowe) Se 
g ' Vitamin Bi 
Three Kapseals daily are suggested in (Thiamine Hydrochloride) . . 5 mg. 
‘ i“ . Vitamin Bz (Riboflavin) . . . . 38mg. 
febrile illnesses, for pre-operative and _ vitamin Bs , 
. ‘ ” z (Pyridoxine Hydrochloride). 1.5 mg. 
post-operative patients, and in other _ pantothenic Acid 
2 ‘ P 3 ? é - P (As the sodium salt) . . .:. 5mg. 
situations in which vitamin deficiencies Nicotinamide 25 mg. 
- Vitamin C (Ascorbic Acid) . . 75mg. 
are likely to occur. Supplied in bottles of 25, 50, 100 and 250. 
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> PARKE, DAVIS & COMPANY 





rooms than for semi-private rooms 
or for wards. 

This is true because there is a 
great deal more flexibility in the 
private room. Use of four-bed 
wards is strictly limited by sex and 
by type of case. When we test for 
flexibility in a private room, how- 
ever, a certain amount of judicious 
ignoring of strict segregation is 
possible. In other words, one might 
have four beds available—two in a 
male surgical ward and two in a 
female surgical ward—and yet be 
unable to admit a medical patient. 


One private room would suffice to 
permit an emergency admission. 
The allocation of a percentage 
of occupancy to the maternity sec- 
tion also is a matter that must be 
dependent on the hospital’s past 
records. Since regulations are, and 
rightly so, extremely rigid in re- 
quiring the segregation of mater- 
nity patients, this section should be 
large enough to accommodate the 
peak load that can be anticipated. 
If the maternity section is on a 
floor with female surgical patients, 
it is possible occasionally to attain 





Essential E quipment 


FOR EVERY HOSPITAL! 


THE MUELLER GIANT 
EYE MAGNET 


Powerful—Safe—Flexible 
For Extraction of Iron and 
Steel Fragments From the Eye 


Here is the most powerful magnet of 
its type ever built—with greater use- 
ful power than ever before—so easily 
controlled that it is actually a pre- 
cise instrument capable of almost 
finger-tip delicacy in application. It 
is safe, sure—as simple to operate as 
it is free from costly maintenance— 
and it is not expensive. Rolls easily on 
noiseless casters—operates from any 


regular current outlet. 


a certain amount of flexibility. This 
is true providing the rooms are so 
located as to be contiguous to the 
respective nursing units and can be 
assigned to care by the proper 
nursing station. 

As a matter of fact, the strict re- 
quirements for segregation and the 
recognition of the need for flexibil- 
ity to accommodate the maximum 
obstetrical load have prompted a 
few hospitals to install a series of 
double doors between sets of rooms 
so that the maternity section may 
be increased or decreased by open- 
ing one set of doors and closing 
another.—Roy HUDENBURG. 


Release of records 


In the code of hospital ethics adopted 
by the Association, Section 5 says that it 
is the responsibility of the hospital and its 
personnel to safeguard the clinical records 
of the patients and to see that such rec- 
ords are made available only to properly 
authorized individuals or bodies. 

A life insurance company recently sent 
us a blank asking for information from 
the clinical record of a former patient. At 
the bottom of this blank was a form 
which the company claims is authority to 
give this information. We are not too cer- 
tain this should be accepted as adequate 
authority to give information from clini- 
cal records, and we should appreciate 
some advice. 

Hospital clinical records are 
privileged and confidential. They 
may not be released to any outside 
persons without the authority of 
the patient or his representative. 

For the hospital’s protection this 
authority should be given to it di- 
rectly. It is not sufficient to author- 
ize a third person to examine or 
receive such records; the hospital 
must be authorized to release the 
information to the designated per- 
son. Otherwise the hospital would 
have nothing remaining in its files 
to justify its action in releasing the 


Particularly if you handle frequent industrial or other eye injuries, this Mueller 
Giant Eye Magnet is essential equipment in your hospital. No other mobile 
magnet has the useful power, the flexibility of this improved instrument. 
Smoothly, quickly adjustable for use with the patient on the operating table or 
chair, it is absolutely slip-proof and tip-proof, and shock-proof to both patient 
and operator. Mechanical operation is extremely simple and sure. The Giant 
Magnet is available in two models: with built-in converter, for operation on 
110 volts, alternating current; and without converter, for operation on 110 volts, 


information. 

An authorization form attached 
to an application for insurance, 
which remains in the files of the 
insurance company, would not be 
adequate authority to the hospital 
to release information. The lan- 
guage in such forms often is not a 
proper authorization for the release 
of information. It may purport to 
waive provisions of law forbidding 
such releases, but that may not 
positively authorize the hospital to 
give out such information. 

Additional information on the 
subject may be found in Chapter 
XXVII of “Law of Hospital, Phy- 
sician and Patient” by Hayt and 
Hayt.—ALBERT V. WHITEHALL. 


direct current. Complete information sent promptly upon request. 


Write Today For Details 


° Mueller and Company 


Manufacturers and Suppliers of Instruments and Equipment Since 1895 
408 SOUTH HONORE STREET CHICAGO 12, ILLINOIS 
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These are some trends that have changed 


HE CONCEPT OF effective hos- 
sitet design has changed con- 
siderably during the past two 
decades. This change is due to a 
greater appreciation of the func- 
tions to be performed within the 
hospital. It has been recognized 
that antiquated formulas no longer 
can be applied to determine the 
types of facilities needed. The 
architect of today has far more re- 
sponsibility in designing a hospital 
than did his predecessor, who 
merely followed simple rules for 
allocation of space. 

An over-all concept of all hos- 
pital functions is necessary to de- 
sign a satisfactory building. Much 
can be accomplished if just one 
individual, preferably a member 
of the administrative staff, is as- 


- signed to interpret this total func- 


tion to the architect. 

Too often the architect obtains 
his information from individual 
physicians, department heads and 
others who cannot possibly in- 
terpret the hospital as a complete 
functioning unit. The architect can- 
not be expected to incorporate all 
of the requests of individuals into 
physical facilities; thus some one 
person must assume the respon- 
sibility of interpreting space re- 
quirements to him. 

It is quite pertinent for an 
individual charged with such re- 
sponsibility to note that many of 
the changes in hospital design ap- 
pearing now were first requested 
Many years ago. Why they were 
not accepted then is something of a 


Dr. Pastore is executive director of the 
Hospital Council of Greater New York. 
This article is adapted from a paper pre- 
Sented at the American Hospital Associa- 
-# convention, Cleveland, September 
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THE CONCEPT OF 
HOSPITAL DESIGN 


JOHN B. PASTORE, M.D. 


mystery—but it is obvious that 
they were not. 

The recovery room is an ex- 
ample. Fifteen to 20 years ago, 
many authorities considered the 
recovery room highly important; 
yet very few hospitals established 
it. Today, that same type of facility 
is being recommended as though 
it were a new discovery. There are 
many such examples. Hospital 
architects are quite familiar with 
them. 

It is almost impossible to pre- 
dict what hospital functions will 
be in the far-distant future, but it 
is helpful to review some of the 
changes that already have occurred, 
and to study those now operating 
to produce trends in hospital de- 
sign. 

The trends that are appearing 
now may be grouped in three cate- 
gories: (1) Over-all planning, (2) 
medical services and (3) admin- 
istrative practices. This classifica- 
tion is solely for the purpose of 
presentation, since many of the 
trends overlap. 


OVER-ALL PLANNING 


Jt has been only about 10 years 
since we first began giving serious 
consideration to planning for hos- 
pitals on the basis of the com- 
munity, the state or the country. 


In such planning it is recognized 
that hospital facilities are the com- 
munity resource for the main- 
tenance of health—that ill-defined 
term which may be interpreted as 
a state of physical and mental well 
being. 

Facilities for over-all hospital 
planning, therefore, should be 
tailored to fit the needs for various 
types of services required by a 
particular community. All of the 
facilities used collectively would 
then produce the necessary serv- 
ices. 

We can no longer expect one 
hospital to provide all of the serv- 
ces that might be required by the 
community; nor can we expect all 
hospitals to provide the same type 
of service. Regionalization of hos- 
pitals becomes an effective method 
to assure the necessary skills and 
services. The role of the individual 
hospital within the community 
should dictate the functions to be 
carried out. These functions in 
turn should dictate the type and 
design of facilities required. 

It no longer is possible for a 
single hospital to analyze its op- 
eration and determine its future 
requirements without due con- 
sideration of the activities and 
plans of the other hospitals and 
the over-all plans for the com- 
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From an architect 


The mutual attitude of those who control hospital planning and 
design has produced a broad cooperative spirit and co-authorship 
of achievement in the postwar period. It has resulted from the 
fact that we have the best medically informed and most demand- 
ing public in the entire history of our country and has revitalized 
the approach to architecture in the designing profession. 

This mutual attitude has had implications in the highest echelon 
of planning. An effort, perhaps small at the moment, is growing 
in volume, wherein the community considers its hospital facilities 
as one, for the benefit of the commonwealth. No major planning 
problem concerning hospital facilities is consummated in New 
York City until it has been thoroughly studied and recommended 
by the Hospital Council. Its excellent master plan for future hos- 
pital planning is a textbook and widely used. Other cities and 
regions, too, are planning on a broad level. 

Now the program for a new hospital or health facility stems 
from needs on a community basis. The attitude of the architect is 
one of realism. He stresses the necessity of a definite program of 
the various units to be considered in the planning. He is no longer 
forced to establish a form and crowd the facilities into the chosen 
as Or <a Or 

The many hospitals being constructed today have been planned 
from the inside toward the outside. Each department has been 
analyzed graphically, reduced to its simplest workable form, 
studied and changed until it meets the specific need. Each was 
planned functionally as part of the whole.—ROBERT W. CUTLER, 


A.1.A., Skidmore, Owing & Merrill, Architects, New York City. 





munity. This concept of regionali- 
zation affects not only hospitals in 
rural areas but also those in 
densely populated cities. 

In New York City, for example, 
we found it necessary to suggest 
three types of hospitals—com- 
munity, regional and central—not 
to restrict services but to permit 
the carrying-out of adequate 
training programs for physicians 
in the various specialties. 

Comprehensive planning also 
has demonstrated the need to in- 
corporate related facilities into the 
general hospital. Thus we con- 
sider units for convalescence and 
rehabilitation, long-term illness, 
tuberculosis and mental disease as 
necessary adjuncts for the general 
hospital of the future. Such inte- 
gration of facilities will provide a 
continuity of medical service never 
attained before. 

Since the role of a hospital in 
one community may be materially 
different from that of a hospital 
in another community, or even 
within the same community, it is 
obvious that the design may be 
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quite different also. We find that 
there is more and more need for 
ambulatory patient facilities. In 
the past very little space has been 
allocated to the outpatient depart- 
ment, since that service often was 
considered as a means of screening 
patients to be admitted. 

Today we know that more than 
80 per cent of the medical care 
needed by patients can and should 
be provided while the patient re- 
mains ambulatory. These services 
go beyond the diagnosis and treat- 
ment of disease. They include rou- 
tine physical examinations and 
necessary laboratory procedures. 
The detection clinics for cancer 
are a typical example. 

We now consider it necessary to 
carry hospital medical services 
even to patients who remain at 
home. Although the home care 
program was initiated as an effort 
to overcome the shortage of hos- 
pital beds, it should not be thought 
of as only a substitute for hospital 
care. It is a real necessity for ade- 
quate patient care. 

It should be evident from these 


examples that the present concept 
of over-all planning will con- 
tribute much to the changes in 
function and, ultimately in the de- 
sign of hospitals. 


MEDICAL SERVICES 


Great strides have been made in 
improving medical care during the 
past decade. In many instances this 
progress has altered the functions 
which are carried out within the 
hospital. Architects, in turn, must 
take these changes into consider- 
ation in designing modern hos- 
pitals. 

The introduction of antibiotics 
and sulfa drugs, for example, has 
not only reduced the incidence of 
mortality and complications but 
also has made possible operating 
procedures on patients who pre- 
viously were not considered suit- 
able risks. It has been stated that, 
with the use of antibiotics, it will 
no longer be necessary to admit to 
the hospital patients suffering from 
pneumonia, -except in rare in- 
stances. Most of the cases of pneu- 
monia can be safely treated at. 
home. Progress in this field alone 
has had a significant effect on the 
composition of the hospital popula- 
tion. Approximately 70 per cent of 
the population in the general hos- 
pital is now composed of surgical 
cases. 

In addition to this is the well- 
established trend toward early am- 
bulation of patients. Early ambu- 
lation may have been initiated as 
an answer to the shortage of hos- 
pital beds, but its advantages to 
the patient in the reduction of 
complications have _ justified its 
continuance in the future. 

All this affects hospital planning 
greatly. In a hospital with a high 
proportion of acute cases, par- 
ticularly acute surgical cases, the 
need for more operating rooms is 
quite evident. Although it is gen- 
erally stated that one operating 
room is needed for every 50 beds, 
there is no foundation for such a 
ratio. The number of operating 
rooms should not depend on the 
number of beds. It should depend 
on the number and type of opera- 
tions being performed and on the 
degree of utilization of each op- 
erating room. 

Originally, operations were per- 
formed only in the mornings. 
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In some hospitals that practice is 
still in existence. In many other 
hospitals, however, more and more 
use is being made of operating 
rooms during the afternoon. In fact 
surgeons in certain specialities 
prefer to adjust their schedules to 
the afternoons. 

Operating room utilization should 
be considered if the design of the 
hospital is to be patterned after 
the functions to be performed. Al- 
though minimum standards may 
be necessary, such standards might 
better apply to procedure than to 
the number of facilities. 

The factor of utilization is also 
important in regard to delivery 
rooms. Because of the shortened 
period of hospitalization for ma- 
ternity cases, most hospitals have 
cared for many more obstetrical 
patients than previously. 

Analysis of some of the hospitals 
in New York City showed an in- 
crease of from 50 to 100 per cent 
in the number of deliveries per- 
formed per year per delivery room. 
On the average, the hospitals per- 
formed 500 to 600 deliveries per 
year per delivery room. Some hos- 
pitals have attained as many as 
900 to 1,000 deliveries. The analy- 
sis showed that, on the average, 
only one to three deliveries were 
performed in each room in a 24- 
hour period. 

Appreciating that the average 
delivery takes only two hours, the 
maximum utilization of the deliv- 
ery rooms was only six hours out 
of 24, which is indeed a low utiliza- 
tion. Time in the delivery room 
may be even further reduced by 
adoption of the so-called “natural 
labor,” where patients are kept in 
labor rooms until actual delivery. 

The shortened stay for maternity 
patients, with the resultant in- 
crease in the number of patients, 
will undoubtedly increase the num- 
ber of deliveries. Regulations that 
prescribe a ratio of one delivery 
room to every 20 maternity beds 
fail to take into consideration the 
actual practice within a particular 
institution. Again it seems de- 
sirable to plead for design based 
on function rather than on arbi- 
trary ratios. 

Progress in other fields of medi- 
cal care call for still more modifi- 
Cations. Advance has been made 
in the field of anesthesia, with in- 
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creased use of intravenous medi- 
cations. This involves a definite 
change in the planning of op- 
erating room suites: Less space is 
required for the induction of 
anesthesia, but more facilities are 
needed for the care of the patient 
in the nursing unit. 

More and more nonpatient space 
is required in the modern hospital. 
A marked increase in services such 
as diagnostic procedures’ and 
transfusions demands more space 
for laboratories, blood banks, bone 
banks, eye banks, x-ray depart- 
ments and other similar special- 
ties. 

These functions require an ade- 
quate allocation of space previ- 
ously not considered. Much of this 
is caused by the increase in load 
of acute patients—patients who re- 
quire more intensified care even 
though confined for a_ shorter 
period of time. This intensive care 
translates itself into increased per- 
sonnel for nursing, which in turn 
demands more space. Is a nursing 
station in the corridor sufficient to 
permit good nursing care, super- 
vision and instruction? More space 
is obviously needed for the nursing 
functions required. 

Improved techniques for work- 
ing with communicable disease 
cases make it possible to care for 
these patients in general hospitals. 
Separate hospitals no longer are 
necessary. We should provide units 
in the modern general hospital for 
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the care of communicable disease. 
One need only refer to the care of 
patients with poliomyelitis to ap- 
preciate the contribution that gen- 
eral hospitals can make here. 

Space demands for pediatric 
service have been reduced because 
of: The diminution of orthopedic 
conditions in children (except for 
injuries), periodic examinations, 
and the desirability of treating 
children in the home. 

On the other hand, adaptation of 
physical facilities is required by 
rehabilitation programs which com- 
bine operative and medical treat- 
ment with physiotherapy, psy- 
chotherapy, physical training and 
education. 


ADMINISTRATIVE PRACTICE 


Changes in administrative prac- 
tices also have had their influence 
on the design of hospitals. Perhaps 
the most important single problem 
is that of transportation. 

Today, patients are always on 
the move—a striking contrast to 
the picture of a decade or two ago. 
Greater use of diagnosis and 
therapeutic facilities, such as lab- 
oratory and x-ray examinations 
and physiotherapy, require trans- 
portation of patients to and fro. It 
is not unusual to find today half of 
the patients away from their nurs- 
ing units receiving some service in 
other parts of the hospital. 

Is it purely a problem of more 
elevators, more wheel-chairs and 
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From a construction cost authority 


Building construction costs reached a peak in September 1948. 
The major postwar adjustment took place between then and the 
spring of 1949. Now, except for scattered dilatory local correc- 
tions mostly due to lumber price inventory corrections, aided in 
a few instances by temporary local semi-distress conditions slated 
to fade away, costs show an almost country-wide stabilization 
at or near last summer’s levels. The future promises a continuation 
of present costs but with some hope of reduction within a narrow 
annual range until possibly, by 1954, costs will be at a point ap- 
proximately 22 per cent under 1948 or still 60 per cert above 
prewar 1941 and about 15 per cent less than today. 

Whether or not to postpone a construction program will have 
to depend upon its urgency as well as the present availability of 
funds in relation to potential availability on another day in 
another economy which, when it comes, may bring a scarcity of 
funds simultaneously with lower building costs—Myron L. 
MATTHEWS, vice president, The Dow Service, Inc., New York City. 





stretchers, and more attendants? 
Not at all. It is also a problem of 
decentralization. 

For many years we have en- 
couraged the centralization of 
facilities. Facilities for the x-ray 
department, for example, have 
been brought together and cen- 
tralized in one area. With ever in- 
creasing examinations we may well 
question the efficiency of such a 
method. 

Obviously the facilities of the x- 
ray department should remain the 
responsibility of a single depart- 
ment, but examinations need not 
be performed in just one area. 

An example where decentraliza- 
tion would be more efficient might 
be in regard to routine chest x-ray 
examinations. More and more hos- 
pitals are performing such exam- 
inations on ambulatory patients. 
We now find it most satisfactory to 
have the photo-roentgen equip- 
ment convenient to the outpatient 
department. This eliminates un- 
necessary traffic to a _ central 
facility. 

The same is true for routine 
laboratory examinations. The vol- 
ume has become so great that we 
can reasonably allocate more space 
for laboratory facilities on indi- 
vidual floors. 

One significant change in ad- 
ministrative practice has occurred 
during the past decade. Most hos- 
pitals have discontinued’ the 
practice of providing maintenance 
for their personnel, including 
nurses and doctors. A caste system 
of dining rooms had been devel- 
oped in most hospitals. Today, we 
find pay cafeterias and centralized 
dining rooms—in many instances 
just one dining service for all em- 
ployees and staff. The architect 
therefore must provide adequately 
for this function, since it is not 
efficient just to employ a make- 
shift arrangement. 

The same applies to living-in 
quarters. The hospital need no 
longer concern itself with provid- 
ing such quarters for orderlies, 
maids and nurses. We are con- 
fronted only with the need for 
these services for student nurses 
and doctors on call over a 24-hour 
period. 

The reduction in the number of 
hours of work, with the change in 
compensation, thus relieves the 
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hospital of a responsibility that 
was difficult at its best and permits 
more space for other more impor- 
tant functions. 

In regard to maintenance and 
food service we should appreciate 
the impact of the frozen food in- 
dustry and the development of 
more scientific equipment for cook- 
ing meals. 

Electronic equipment, coupled 
with -frozen foods, may again 
emphasize the practicality of de- 
centralizing kitchens. No one has 
been entirely satisfied with the 
method of food distribution, since 
ordinarily it has resulted in unap- 
petizing meals. These technical im- 
provements may permit better 
production and _ distribution of 
food, which undoubtedly will re- 
quire change in the construction of 
hospitals. 

It now appears desirable to 
furnish office space for doctors, or 
even group practice units. There 
could be a marked difference in 
the type of arrangement, depend- 
ing on whether a fulltime, part- 
time, or geographic part-time 
system is operated. 


COUNCIL STUDY 


The Hospital Council of Greater 
New York has made a study of the 
various types of staff arrangements 
in hospitals in this country. We 
have been impressed with the mul- 
tiplicity of methods now in use. 
That wide variation need not be 
considered undesirable, but it im- 
presses us with the need to develop 
facilities that adequately permit 
the type of practice suited to the 
particular hospital. It no longer is 
possible for us to visit a hospital 
and adopt its layout for another 
hospital, unless we are assured 
that both institutions are carrying 
out identical functions. 

The increased number of acutely 
ill patients who are now cared for 
in hospitals has placed a greater 
demand on the laundry service. 
More pounds per patient and per 
bed are required. More space for 
laundry facilities and distribution 
thus is required. This materially in- 
creases the problem of transpor- 
tation in the ‘hospital. 

The growing use of the unit sys- 
tem for medical records demands 
more space for active records—not 
dead storage but storage of rec- 


ords that must be available at all 
times. Microfilming may be an an- 
swer, but even that requires suit- 
able reading space throughout the 
medical services. 

We are likewise paying more at- 
tention to the personal needs of 
the patient and are giving more 
consideration to the family. We 
think of a room for worship (a 
chapel) more frequently than be- 
fore. We think of facilities for the 
teaching of children. Barber shops, 
beauty parlors, snack bars and gift 
shops now are as integral a part of 
the service as are the laboratory 
and x-ray departments. 

The trend toward increased in- 
service training should not be over- 
looked, since these also require 
allocation of suitable space. 

Improvement in personnel prac- 
tice makes it mandatory that more 
adequate space for the employees 
be provided. The basement or even 
the sub-basement was once a suit- 
able place for locker rooms and 
rest rooms. Today, we must pro- 
vide these quarters in areas which 
will be beneficial to employees and 
thus permit hospitals to employ a 
more satisfactory type of worker. 

The increased use of automobiles 
by the staff, patients, visitors and 
employees has created a serious 
problem for many hospitals. As yet 
there is no satisfactory formula to 
determine the size of a parking 
area. Naturally it would depend on 
the location of the hospital and the 
practice within the community. 

Many other important trends in 
administrative practice and med- 
ical services could be enumerated, 
but it would serve no further pur- 
pose. It should be clear that the 
functions and procedures within 
the hospital are changing. It also 
should be clear that the design of 
the building should be such that it 
will permit efficient operation of 
the hospital. 

The modern hospital must be 
custom-made to fit the functions 
of that institution. It must be com- 
pletely flexible to permit cyclical 
changes of function due to econom- 
ic conditions. We can benefit by 
standardized units as developed by 
various other agencies, but the 
number of modules and their ar- 
rangement becomes a problem of 
the individual hospital and the 
architect. 
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“Why don’t you run the hospital like a business?” 


All right, then. . . 


SO BE IT 


RONALD YAW, F.A.C.H.A. 


NCE UPON A TIME Dave got 

tired. It wasn’t the nice kind 
of tired feeling that comes at the 
end of the hospital director’s day 
as he leaves at six because he 
doesn’t have a meeting that night 
—not even the gone sort of tired 
that comes after leaving at 10:30 
on meeting nights. Somehow Dave 
enjoyed those kinds of tiredness; 
he liked to sense the atmosphere 


of the hospital as its doors closed 


behind him. 

It was comforting to think that 
the hospital sort of settled down 
for the night. Dave knew that the 
hospital’s human values’ were 
deeper at night; no typewriters 
and drug salesmen; no oil bids and 
public relations folders. Only left 
were sick people, trusting, appre- 
hensive and dependent—and hos- 
pital folks, who merited the trust, 
relieved the apprehensions and 
could be depended upon. 

In his heart, Dave felt that in 
his own way he had a part in all 
of it. Dave thought many times, 
pityingly, of some of the people 
he knew—people who Cidn’t have 
the privilege of doing something 
real in the world. They didn’t have 
that nice tired feeling. 

Nevertheless Dave was tired— 
good and tired—in fact, tired al- 
most to death of one question: 

“Why don’t you run the hospital 
like a business?” 

Dave had nursed several newly 
elected trustees through this stage; 
he had patiently answered this 
question at countless meetings, as 
a guest in others homes and as a 
host in his own home. So, on the 
morning of the day in which this 
_ Story begins, Dave decided to sat- 
isfy a lot of people and begin to 
run his hospital like a business. 


_ Mr. Yaw is director of Blodgett Memo- 
lat Hospital, Grand Rapids, Mich. 
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His first big problem was to fig- 
ure out what kind of a business 
to use as his pattern. Although the 
easiest one was the hotel business, 
Dave discarded this because most 
of the people who asked him why 
he didn’t run his hospital like a 
business already didn’t know the 
difference between hospitals and 
hotels. He toyed for some time 
with the idea of using the banking 
business but he couldn’t solve the 
problem of how to repossess ap- 
pendices, daughters and gallstones. 

Finally, he decided the automo- 
bile business was to be his model. 
Everyone admires the automobile 
people. They make money. The 
government doesn’t want to take 
them over. They can afford marble 
palaces to display the latest cre- 
ation with 37 square inches more 
chrome on it. They have beautiful 
leather chairs to accommodate the 
happy order signers who can’t bear 
to drive the old car another mile. 

After two weeks of studying the 
new procedures and making the 
necessary deletions around his 
hospital the opening day finally ar- 
rived. Many of his key people left 
but a few stayed because they 
were curious—besides, the com- 
mission on extra services sold 
would boost their incomes. He had 
little trouble finding a live wire 
advertising manager. He hired one 
away from a car dealer who had 
built his business around good 
service and didn’t need an adver- 
tising man anymore. 

The project developed with two 
separate aspects. Policies and pro- 
cedures within the hospital and 
outside the hospital needed sepa- 
rate treatment. Within the hospital 
drastic economies were possible. 
By the end of the third day the 
residents, the interns and all the 
student nurses were gone. Space 























formerly used for the medical li- 
brary and records library prompt- 
ly was put into use for the sales 
and advertising departments. The 
credit office had deleted all un- 
satisfactory risks from the advance 
surgical bookings. 

Dave had a few twinges when 
he saw all the patients who were 
service cases being carried out 
along with those whose bills were 
in arrears, but he didn’t swerve 
though, not a bit. After all, auto- 
mobile men don’t give cars away 
and this month’s tire needs must 
go unmet unless last month’s motor 
tuneup has been paid for. 

There was some adverse public 
reaction after the individual elec- 
tric dishwashers had been installed 
and room rates were raised in the 
private rooms. A few people told 
the sales department that they 
didn’t need or want an electric 
dishwasher in their rooms. Some 
of the men complained about the 
charges for built-in hair dryers. 

One day one of the old staff even 
came to see Dave to inquire if 
some of the extra charges were 
really necessary. Dave handled her 
by simply taking her to the win- 
dow overlooking the parking lot. 
A half acre of glittering cars, com- 
plete with back-up lights, fog 
lights, seven mirrors, electric win- 
dow openers and unborn calfskin 
seat covers convinced her that 
people don’t have to want the ex- 
tras as long as such items can be 
pasted, pinned or screwed onto 
something they think they do want 
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Dave explained that a few days 
more of stomach pain or sleepless 
nights with the baby would make 
the extra charges seem trivial. Af- 
ter all—business is business. 

The biggest single problem Dave 
faced was an unbusinesslike ten- 
dency that remained in some 
members of the nursing and med- 
ical staffs. They couldn’t seem to 
learn that masks and other appur- 
tenances of sterile technique were 
to be used only for their own pro- 
tection and never for the patients’ 
welfare. Dave told them over and 
over how unbusinesslike it was to 
worry about the patients’ needs 
now that all patients either paid 
in advance or had signed 6 per 
cent notes with the hospital sub- 
sidiary, Universal Health Accept- 
ance Corporation. 

Externally, things went better. 
Dave was able to withdraw from 
all forms of community support. 
His 5-day week and triple time for 
overtime made him a popular em- 
ployer. Advertising made the name 
of his hospital a “buy-word’’ in 
every household. 

It was surprising how well au- 
tomobile advertising techniques 
worked. The postcards sent out 30, 
60 and 90 days after discharge 

















scared the daylights out of people 
if they didn’t come back for more 
x-rays and laboratory work. The 
simple idea of tattooing all new- 
borns brought much comment. His 
advertising men had laid out an 
effective transfer to put on the 
tummies of all new babies, “An- 
other new baby from Blank Gen- 
eral Hospital—‘Self above Service’ 
is our motto.” : 

Costs dropped incredibly. Dave 
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HOSPITALIZED CHILDREN MAKE 


Good copy - - and good publicity 


VERY GOOD NEWSPAPER reporter 

knows that a heart warming 
story about youngsters is a sure- 
fire human interest feature—espe- 
cially when there is an element of 
pathos involved. 

Mildred Riese, R.N., administra- 
tor of Children’s Hospital’in De- 
troit, had noticed that for several 
years, the Detroit News had been 
publishing each Thanksgiving, pic- 
tures showing the derelicts of 
“Skid Row” receiving their annual 
charity feast. 

As Thanksgiving approached last 
year, she decided to contact the 
editors and suggest a substitute for 
the “depressing ‘Skid Row’ stories.” 
“Why not,” she wrote, “use a hap- 
py piece about kids instead?” 

The editors agreed—with even 
more enthusiasm than she had ex- 
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pected. When all of the arrange- 
ments had been made, a huge tur- 
key was roasted several days in 
advance of the holiday; 14 hospi- 
talized youngsters were seated 
around a table, and a feature 
writer and a photographer were 
assigned to cover the story. 

The result appeared in the 
Thanksgiving issue of the paper: 
A mammoth, six-column photo- 
graph stretching the entire length 
of one page, accompanied by a 
tender story about the children. 

This incident might be chalked 
up as a complete success for all 
concerned: Good copy for the 
newspaper; wholesome publicity 
for the hospital, and a bright spot 
of happiness ‘for 14 crippled young- 
ters making their first contacts 
with the daily press. 


needed only five nurses to give 
medications and treatment. The 
time stamp and job ticket at the 
door of each room discouraged pa- 
tients from making requests. Yet 
his nurses were money producers 
—they had eight hours worth of 
something charged up to somebody 
every working day. 

Still more economies were pos- 
sible. The old wasteful idea of hav- 
ing the hospital ready for anything 
168 hours a week was cut out as 
unbusinesslike. At first the staff 
physicians resented the salesmen’s 
daily calls on all patients but the 
nice black ink on the monthly 
statement outshouted them. Many 
extra diagnostic procedures were 
promoted by alert sales agents 
equipped with the standard “one- 
out-of-eight” type leaflets. 

Even supply costs took a nose 
dive, for unless an item was re- 
quired by one of the relatively few 
actual hospital employees, it fell 
into the category of things covered 
by the signs posted all over. “If 
you do your own work—use your 
own tools.” 

Most of the patients loved the 
new management. Gone were the 
days when they were told sim- 
ply and realistically what their 
troubles were. Now their ears and 
egos were caressed by such phrases 
as “like new” or “fine condition 
throughout.” 

Well, that’s most of the story as 
Dave told it to me. He rather hur- 
ried over the rest of the yarn, bit- 
terly at times. I guess Dave never 
got over the fact that he was fired 
—even now he seemed dazed and 
hurt—hurt because his great ex- 
periment had folded up in nine 
months; dazed because all he had 
done was to follow the advice of 
many bankers, industrialists. and 
editors; bitter because the com- 
munity committee that headed the 
“Save our Hospital” campaign had 
included a lot of people who in 
days gone buy had asked him fre- 
quently, “Why don’t you run the 
hospital like a business?” 

Then Dave told me about his 
new business. He’d sold 17 cars that 
month. Said he had a car that was 
a natural for me. It was a late last 
year’s model owned by a doctor’s 
wife who was also a school teacher. 

Somehow I remember his last 
words. “It’s never been hurt.” 
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Hospitals have a stake in 


HEN THE FIRST session of the 

Eighty-first Congress was ad- 
journed, hospitals were favorably 
situated insofar as federal labor 
legislation is concerned, but this 
situation could be destroyed easily 
in 1950. 

Hospitals are affected by two 
federal labor statutes, the Wages 
and Hours Law and the Taft- 
Hartley Act. 

During the first session, Congress 
amended the Wages and Hours 
Law to increase the minimum 
wage rate to 75 cents an hour. It 
also clarified exemptions. The net 
effect of this is to make the Wages 
and Hours Law inapplicable to 
hospitals. Unless the law is changed 
again, hospitals are free of federal 
legal compulsion to raise wages 
and shorten hours. 

Protection under the Taft-Hart- 
ley Act is no less specific but is 
somewhat less secure. As of today, 
nonprofit hospitals are exempt 
from the jurisdiction of the Na- 
tional Labor Relations Board. Pro- 
prietary hospitals so far have been 
free of board control, but only as 
a matter of policy. They are still 
nominally under the board’s juris- 
diction as outlined by the original 
National Labor Relations Act. 

This law required only that, to 
be covered, an employer or em- 
ployee have some substantial effect 
upon the free flow of interstate 
commerce. This is a definition that 
is capable of broad interpretation. 
Many factors, including time and 
budget, have combined to steer the 
board away from hospital cases. 

Even before enactment of the 
Taft-Hartley Act, the labor rela- 
tions board followed a policy of 


Mr. Whitehall is director of the Ameri- 
Can Hospital Association’s Washington 
Service Bureau. 

The Association has urged committees of. 
Congress to continue the exemption of 
nonprofit hospitals from the collective bar- 
faining requirements of the National La- 
bor Relations Act. Copies of its statement 
were sent to all institutional members. 
Additional copies are available to anyone 
on request from the Washington Service 
Bureau, 1756 K Street N.W., Washington 6. 


JANUARY 1950, VOL. 24 


LABOR 
LEGISLATION 


ALBERT V. WHITEHALL 


refusing to accept jurisdiction in 
hospital. cases. In at least one in- 
stance, in a far western state, the 
National Labor Relations Board 
instructed its regional office to re- 
fuse to accept jurisdiction in a case 
involving a hospital. Quite recently 
the same policy was followed in a 
similar case which involved a pro- 
prietary hospital. An organization 
of nurses had petitioned for recog- 
nition as the collective bargaining 
agent. The regional office refused 
to accept the case because the ef- 
fect on interstate commerce was 
inconsequential. 

When the issue was being dis- 
cussed during the last session of 
Congress, Sen. Elbert D. Thomas 
(D., Utah), chairman of the Sen- 
ate Committee on Labor and Pub- 
lic Welfare, wrote to one of his 
constituent hospitals: 

“We have checked with the Na- 
tional Labor Relations Board on 
this issue and have been advised 
that under the Wagner Act [prede- 
cessors to the Taft-Hartley Act] 
the board generally would not ex- 
ercise jurisdiction over employees 
of hospitals. Both the constitu- 
tional requirement that the enter- 
prise affect commerce and reasons 
of policy have determined this 
practice of the board. For these 
reasons, therefore, the committee 
felt that it was not necessary to 
spell out an express exemption for 
nonprofit hospitals in the proposed 
legislation.” 

Does Senator Thomas express 
the general sentiment of congres- 
sional representatives? Does Con- 
gress believe that the specific ex- 
emption of nonprofit hospitals from 
the National Labor Relations Act 
is unnecessary? This would seem 
to be because every proposal for 


adjustment of the Taft-Hartley 
Act in the last Congress omitted 
the exemption. 

Why should there be any ques- 
tion about continuing the exemp- 
tion? In the first place, there is 
pressure to make the act’s applica- 
tion as broad as possible. Interest- 
ed groups have urged the elimina- 
tion of exemptions. Organized 
nursing is on record in opposition 
to the exemption of nonprofit hos- 
pitals. With relation to the total 
problem of collective bargaining in 
industry, the exemption of em- 
ployees of nonprofit hospitals is a 
minor point which could easily be 
passed over by busy legislators un- 
less they are impressed with its 
importance to an institution with 
which they are familiar. 

If the Taft-Hartley Act is even- 
tually amended and the exemption 
of nonprofit hospitals is eliminated, 
will this return hospitals to the 
status they had before the Taft- 
Hartley Act? Not necessarily. The 
exemption may have been simply 
an expression of current policy. 
But its removal might be taken to 
indicate deliberate intent on the 
part of Congress to reverse that 
policy unless there might be spe- 
cific assurance in committee re- 
ports and congressional debate to 
deny that interpretation. 

Aggressive labor organizations 
and interested groups would not 
be slow to urge an interpretation 
which could throw hospitals into 
collective bargaining confusion. 

The issue cannot be solved mere- 
ly by lobbying in Washington or 
by a flood of letters from hospitals 
to congressional representatives. 
Working conditions and wages 
must be maintained at defensible 
standards which will lessen the 
tendency for labor disputes to oc- 
cur. But every congressional rep- 
resentative and senator should 
understand the functions of the 
hospitals in his own community so 
as to realize that the hospital is a 
service institution with a semi- 
civic function—as essential as the 
fire department—-whose continuous 
operation must be maintained. 

Institutions operated by units of 
government are exempt from fed- 
eral laws. In this case nonprofit 
hospitals, performing similar com- 
munity functions, should be recog- 
nized on the same basis. 
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Nurse education and the 


interim classification 


CHARLES T. DOLEZAL, M.D. 


OR A NUMBER of years one of 

the nursing profession’s major 
objectives has been to develop a 
unified system of accreditation for 
schools of nursing. Following the 
example of other professions, nurs- 
ing has accepted responsibility for 
evaluating the schools and setting 
up educational standards. 

A long range program with this 
as its purpose was partially un- 
veiled in November when the 
American Journal of Nursing pub- 
lished ‘the interim classification 
list of schools of nursing with basic 
programs.” 

This listing had been awaited 
with a great amount of anxiety on 
the part of hospitals with schools 
of nursing. It also had drawn some 
bitter criticism in advance from 
some nurses and others. 

Hospital administrators have 
been uneasy, because any accredit- 
ation program implies a weeding 
out of existing schools, and this one 
was set in motion at a time when 
the training of nurses was already 
far behind the demand. 

Nurses in some sections of the 
country were deeply disturbed by 
the implication that, while the pro- 
fession as a whole is being up- 
graded, they as individuals will be 
downgraded. This fear has led such 
nurses to look to their state agen- 
cies for protection against the pro- 
gram of their own national leaders. 
It also has led them to oppose fed- 
eral legislation to help finance 
nursing education, which in one 
proposed form would seem to by- 
pass these state agencies. 


Dr. Dolezal is assistant director of the 
American Hospital Association and secre- 
tary of its Council on Professional Prac- 
tice. 
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Finally, both administrators and 
nurses recently have watched the 
accreditation program move for- 
ward swiftly and silently. At no 
point has there been full explana- 
tion of immediate and eventual 
goals. 

Although an accreditation pro- 
gram had been discussed for years, 
the opening gun was fired in mid- 
1948 with publication of “Nursing 
for the Future,” a report by Esther 
Lucile Brown, Ph.D. 

After an extended study, Miss 
Brown released her findings, which 
are briefly summarized herewith. 
She found that nursing service is 
inadequate because nurses are in- 
adequately trained and schools of 
nursing are inadequate. Her rec- 
ommendations called for two major 
changes in the present system of 
training to make schools independ- 
ent of hospitals—affiliation with 
universities and separate school 
budgets. 

In planning for the future, Miss 
Brown advocated collegiate trained 
professional nurses and two year 
practical nurses for the relief of 
the nursing shortage. A number of 
registered nurses have interpreted 
this program to mean relegation to 
the status of a practical nurse. 

Both before and since the Brown 
report, other organizations have 
given some thought to the plight 
of hospitals and their patients as 


‘the critical shortage of nurses has 


continued. 

Late in 1947 the American Hos- 
pital Association sought to bring 
to bear on this double problem of 
more and better nursing the com- 
bined efforts of nurses, physicians 
and hospital administrators. 


The Association’s Board of Trus- 
tees approved the creation of the 
Conference on Nursing in which 
the three professions would he 
represented. Its objectives were to 
establish the basis for a construc- 
tive policy among nursing, medi- 
cine and hospitals; to explore rela- 
tions among these groups affecting 
patient care; and to formulate rec- 
ommendations relative to the dif- 
ferences concerning service and 
education of nursing and auxiliary 
personnel. 

The Conference on Nursing 
promptly changed its name to the 
Joint Commission for Improvement 
of the Care of the Patient and 
thereafter continued to meet twice 
a year. The joint commission was 
unanimous in believing that better 
patient care would result from bet- 
ter understanding among medical 
staff, nursing staff and hospital ad- 
ministration. Members also agreed 
that relationships among _ these 
groups could best be solidified in a 
series of local, state and regional 
conferences. 

Also early in 1948, the American 
Medical Association appointed a 
committee of five to study the 
problem of providing adequate 
nursing personnel. This committee 
sought the answers under three 
headings. They were: (a) Immedi- 
ate relief for the shortage of nurses, 
(b) proposed training for all grades 
of nurses in the future, and (c) 
the economic situation. 

Recommendations for immediate 
relief called for three types .of 
nursing personnel: Nurse educa- 
tors, clinical nurses and trained 
practical nurses. Nurse educators 
would include those with collegiate 
training and others who have 
shown an aptitude for teaching, 
administration and_ supervision. 
Clinical nurses would be compara- 
ble with present day general duty 
and private duty nurses and would 
receive two years of training. 

For the future, this committee 
foresaw two classifications of pro- 
fessional nurses: Professional nurs- 
es with the equivalent of collegiate 
training, and two-year clinical 
nurses with trained practical nurs- 
es helping in the care of patients. 
Those persons now known as nurse 
aides or auxiliary nursing workers 
were assigned no part in bedside 
nursing. 
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The opinion that auxiliary nurs- 
ing workers could be ignored was 
by no means universal. Late in 
1948 the National League of Nurs- 
ing Education reported a study of 
“Nursing Service in One Children’s 
and 21 General Hospitals.” It 
showed that 30 to 35 per cent of 
the nursing service needed by med- 
ical and surgical patients (both 
ward and semiprivate) in the hos- 
pitals studied was being provided 
by nonprofessional workers. 

In January 1949, the American 
Hospital Association’s Council on 
Professional Practice drew up a 
guide for the inservice training of 
nursing auxiliary workers. This 
was done on the recommendation 
of the Joint Commission for Im- 
provement of the Care of the Pa- 
tient. Hospitals were urged to con- 
sider such training programs “in 
the interest of improvement of the 
care of the patient and without any 
general agreement in regard to the 
amount of nursing care the auxili- 
ary worker should provide, but 
realizing that a large percentage 
of care is being given by that 
Ssroup ...” 

Also early in 1949, schools of 
nursing in the United States re- 
ceived two survey questionnaires. 
One of these was sent out by the 
Council on Professional Practice, 
and replies were returned by 726 
hospitals with schools of nursing. 
A tabulation of replies showed: 

THAT 56 per cent of these hospi- 
tals could use 19.8 per cent more 
nursing personnel. 

THAT 61 per cent of the schools 
of nursing could enroll 36.4 per 
cent more students. 

THAT 72 per cent favored federal 
financial aid on a basis similar to 
the Cadet Nurse Program, provid- 
ing no greater control or regulation 
was imposed. 

THAT 59 per cent of the schools 
believed a cost study would show 
that the school of nursing costs the 
hospital more than the fair value 
equivalent of student service and 
other school income. 

The second survey was more 
comprehensive and aimed at a dif- 
ferent goal. It was made by the 
Subcommittee on School Data 
Analysis, under the National Com- 
mittee for the Improvement of 
Nursing Services and with the ap- 
proval of the American Hospital 
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organizations in the United States. 

Of 1,215 schools circularized, 
1,195 responded. Besides filling out 
a questionnaire, the schools were 
asked to submit their bulletins and 


Association. The latter committee 
originated as the Committee for 
Implementation of the Brown Re- 
port, and it represents the joint 
board of the six national nursing 
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CHARACTERISTICS OF 


The basic diploma program of schools in Group | 
of the interim classification, as of Feb. 15, 1949 


1. Student health practices including (A) general health examinations 
before admission and annually thereafter (B) chest x-rays before admis- 
sion and annually thereafter (C) sick leave allowance (not to be made up) 
of two weeks during entire program (D) annual four-week vacation (E) 
average hours of class, laboratory and clinical experience: 44 hours a 
week (F) afternoon duty: 14 hours during entire program (G) night 
duty: 10 weeks during entire program. 

2. Curriculum practices including (A) 224 hours of biological and phys- 
ical sciences, including 120 hours of laboratory (B) 150 hours of social 
sciences (C) 975 hours of medical sciences, nursing and allied arts, includ- 
ing planned clinical instruction (D) the basic sciences, psychology, and 
sociology given by a university or college approved by the American 
Association of Universities. 

3. Clinical facilities and experience including 

A. Home hospital (1) general hospital with 200 daily av’ cage patients 
(2) approved by American College of Surgeons (3) approved by Ameri- 
can Medical Association for training of interns (4) 50 graduate staff 
nurses on duty February 15, 1949 (5) 25 practical nurses and/or nurse 
aides on duty February 15, 1949. 

B. Medical nursing of 20 weeks in a hospital approved for intern train- 
ing, with 60 daily average patients on the service. 

C. Surgical nursing of 30 weeks in a hospital approved for intern train- 
ing, with 90 daily average patients on the service. 

D. Obstetric nursing of 12 weeks for all women students in a hospital 
approved for intern training, with 40 daily average patients on the service. 

E. Pediatric nursing of 12 weeks in a hospital approved for intern 
training or resident training in pediatrics, with 45 daily average patients 
on the service. 

F. Psychiatric nursing of 12 weeks in a hospital approved for resident 
training in psychiatry. 

G. Tuberculosis and/or communicable disease nursing of eight weeks 
in a hospital approved for the appropriate resident training. 

H. Outpatient nursing of four weeks in a hospital approved for intern 
training. 

4. Library facilities including (A) 850 books on professional subjects 
in a nursing school library (B) 85 books added during the past year (C) 
college library facilities also available. 

5. Qualifications and size of teaching staff including (A) 45 per cent 
of nurse instructors with degree of bachelor of science only (B) 15 per 
cent of nurse instructors with degree of master of science or higher (C) 
28 per cent of nurse instructors working for a basic or advanced degree 
(D) no instructor teaching more than four subjects (E) instructional staff 
gives total of 2,000 hours of instruction per school year. 

6. Instructional salaries: Total expenses for instructional salaries for 
the school year 1947-48—$20,000. 

7. Enrollment: 80 students. 

8. Administration practices including (A) faculty appointed by director 
of school (B) a separate school of nursing budget, administered by the 
director of the school. 

9. Intelligence and/or aptitude tests used in selecting students. 

10. More than 95 per cent of the students graduated in preceding year 
passed the state board examinations. 
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other literature. The questions cov- 
ered student health programs, cur- 
ricula, practices, clinical facilities 
and experience, faculty. salaries, 
student enrollment, intelligence 
and aptitude tests, and student per- 
formance on state board examina- 
tions. 

Consultants from hospitals, nurs- 
ing and education were invited to 
help delineate the measurable as- 
pects of basic nursing programs, 
and reports from 25 characteristic 
schools of nursing were analyzed 
in detail. Out of this came the in- 
terim classification. 

Participating schools were di- 
vided into quarters—highest quar- 
ter, second and third quarters, and 
lowest quarter. Each school re- 
ceived a confidential profile show- 
ing the relative standing of its basic 
program, after which the interim 
list was put together and published 
in the November American Journal 
of Nursing. 

This list includes schools in the 
highest and the second and third 
highest quarters. Those in the low- 
est 25 per cent are not mentioned. 


TUNA 


Summary of Association recommendations on 


Federal aid to education 


1. The aim of legislation should be to provide more nurses, and 
the legislation should be drafted to accomplish that aim. 

2. Such legislation should provide specifically for recruitment. 

3. If benefits are to be provided to schools of nursing, the only 
limitation should be the restriction of grants to schools licensed 
by the proper authorities of each state. 

4. Such legislation should provide that grants be available to all 
schools of nursing, both governmental and nonprofit. 

5. Provisions should be made for the allocation of funds geo- 
graphically on a basis of relation to the need for nurses. 

6. In the administration and development of regulations, the act’s 
administrator should be required to secure the approval of an ad- 
visory council with adequate representation of educators from the 
hospital, medical and nursing professions. 

7. Financial aid should be in the form of grants to individual 
students for tuition, for scholarships and for fees. 


Of the 885 schools listed, 300 are 
classified in the top quarter, and 
576 are classified in the second and 
third quarters, with nine “not clas- 
sified but listed.” The total not 
classified is 310, which includes 236 
schools in the lowest quarter of 
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SUMMARY OF 


MT] 


The Brown report on nursing education 


1. Nursing groups, hospitals and health agencies have failed to pro- 
vide the public with adequate and competent care. 

2. Conditions in the 1,250 schools of nursing are unsatisfactory, with 
analysis showing that 88 per cent of student nurses fail to progress 
beyond the high school level of education. 

3. Enrollment in schools of nursing ranges from 5 to 442, with a 
median of 73, and 300 schools have fewer than 50 students. 

4. The average school, with only three full time staff teachers, can- 
not offer adequate instruction and experience, and since adequate 
standards of education would be too costly for such schools, affiliations 


are necessary. 


5. Thousands of graduate nurses have relatively little education, 
and from an educational viewpoint the majority of existing schools 
cannot be classified as truly professional. 

6. Only those nurses who (a) are graduates of accredited educa- 
tional schools, (b) have been qualified by examination, and (c) have 
been qualified by examination in a special capacity can be regarded 


as professional. 


7. Adequate care of patients calls for two grades of nurses, gradu- 
ates of degree courses in basic nursing, and practical nurses with 12 
months of classroom and practical training in an educational institu- 
tion and another year of supervised practice before licensure. 

8. Hospital schools of nursing may be classified as distinguished, 
relatively good, and socially undesirable. Distinguished schools are 
few, and almost 30 per cent fall below the grade of relatively good. 
Rated as poor are 256 schools and as very poor are 76. 

9. “Present graduates of hospital schools should be rated as semi- 
professional and thereafter be classified as bedside nurses. 
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those answering the questionnaire. 

Current practices in schools with 
basic diploma programs, in Group I 
of the interim classification, are il- 
lustrated in a separate tabulation. 

Little objection can be offered to 
the characteristics of schools in 
Group I of the interim classifica- 
tion as the basis for future ac- 
creditation of basic degree pro- 
grams in nursing. 

A month earlier, the American 
Journal of Nursing had published 
another list. This included the 146 
schools of nursing approved by the 
National Nursing Accrediting Serv- 
ice, which is a unified accrediting 
service supported jointly by the 
boards of the six national nursing 
organizations. It is a distillation of 
lists previously accredited by four 
agencies: The American Associa- 
tion of Collegiate Schools of Nurs- 
ing, the National League of Nursing 
Education, the National Organiza- 
tion of Public Health Nurses, and 
the Conference of Catholic Schools 
of Nursing. It includes both basic 
and graduate programs. 

At the moment, then, 146 schools 
are accredited by the new National 
Nursing Accrediting Service and 
885 (including some of the 146) 
are on an interim classification list 
sponsored by the six national nurs- 
ing organizations. 

Spokesmen for the interim clas- 
sification insist that the two lists 
are separate projects, but no one 
has explained what will follow the 
“interim” for 885 schools now 
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classified and 310 not now classi- 
fied. 

All but a handful of the 310 
schools officially ignored have been 
approved by the approval agencies 
in their respective states. It is this 
circumstance, combined with one 
other, that has aroused some criti- 
cism and resentment. The other cir- 
cumstance is confusion that crept 
into efforts of the Eighty-first Con- 
gress to enact federal legislation 
for the financial relief of education. 

Of three bills aimed at this pur- 
pose, the Senate considered and 
adopted S.1453 which would pro- 
vide grants and scholarships for 
education in the fields of medicine, 
osteopathy, dentistry, dental hy- 
giene, public health, and nursing. 
Its provisions are summarized sep- 
arately in these pages. 

Just before adjournment, the 
House reported out a companion 


» bill, H.R. 5940, but it added optom- 


etry schools to those eligible for 
federal aid. The committee that 
added optometry schools also heard 
testimony that rose out of opposi- 
tion to the accreditation activities 
of the six national nursing organi- 
zations. 

The House did not pass on its 
committee’s companion bill because 
of the pressure for adjournment. 
Whether optometry schools will be 
added and whether the authority 
of state licensing boards will be 
recognized in the awarding of fed- 
eral funds to aid schools of nursing 
awaits action by Congress in the 
coming year. This may determine 
what will happen to the 310 schools 
not now included in the interim 
classification. 

The American Hospital Associa- 
tion’s Board of Trustees went on 
record, on December 3, 1949, as 
endorsing H.R. 5940 or such other 
bill for aid to nursing education, 
provided that all schools of nursing 
licensed by proper state authorities 
be eligible for such aid. 

Having assumed responsibility 
for the elevation of the standards 
of nurse education, the nursing 
profession is confronted more than 
ever with the problem of develop- 
ing adequate nursing personnel for 
the care of patients. Much of the 
confusion and consternation that 
prevail on the part of the public, 
hospitals, and professional groups, 
including nurses themselves, are 
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related to conflicting recommenda- 
tions that have been made with 
respect to future planning for 
health personnel. 

Certainly the nursing profession 
agrees that more important than 
accreditation and classification of 
nursing school practices are the 
fundamental problems of how to 
augment the numbers of nursing 


personnel available, of determining 
accurately the number and type of 
each category of nursing personnel 
needed, of fixing the responsibili- 
ties of each category of personnel 
to the patient and to each other, 
and finally of organizing nursing 
personnel in the health team for 
the development of health services 
commensurate with national needs. 
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A SUMMARY OF 
Federal aid as outlined in S. 1453 


1. Federal grants would go to approved educational institutions 
in the field of medicine, osteopathy, dentistry, nursing and public 
health (including hospital administration) to help in meeting the 
costs of instruction, to provide means and incentive for increasing 
enrollments and to aid in the maintenance, improvement and expan- 
sion of existing facilities and in the establishment of new schools. 

2. On a five-year emergency basis, grants for the costs of instruc- 
tion would be available in two forms. One would be a basic grant 
approximately 25 per cent of the annual cost per student. The 
other would be a grant of 50 per cent, with total payments not to 
exceed 40 per cent of the school’s annual operating budget, exclud- 
ing costs of hospital operation, special training projects and re- 
search. 

3. Federal grants would go to individuals for scholarships to be 
awarded to qualified students selected on the basis of ability and 
financial need in fields in which there are not enough qualified 
applicants to fill enrollment capacity in accredited schools. 

4. Administrative responsibility for the federal aid to education 
program would be assigned to the surgeon general of the Public 
Health Service, who would have the assistance of the proposed 
National Council on Education for Health Professions, to be ap- 
pointed by the President. 

5. The council would consist of the surgeon general and the 
commissioner of education or his representative, ex-officio, and 10 
persons who are leaders in the fields of other health sciences, edu- 
cation and public affairs, and three of these would be active in 
professional health education. 

6. The council would have two functions: First, to advise, con- 
sult with and make recommendations to the surgeon general on 
matters of general policy and administration; second, to report to 
Congress by January 1952 its recommendations for a long-range 
program of federal aid based on its surveys of financial and related 
problems of education for the health professions. 

Schools receiving grants must admit out-of-state students, main- 
tain existing sources of income, be public or nonprofit and tax- 
exempt, and approved or accredited by a recognized body approved 
by the surgeon general after advice of the council. 

7. Federal grants would go to states for assistance in the devel- 
opment of programs for practical nurse training under approved 
state plans administered by state boards for vocational education. 
Among other things, funds may be used for aiding students taking 
practical nursing in a hospital outside the school community and 
for payment to public or nonprofit hospitals for costs incurred in 
affording opportunity to practical nurse trainees for supervised 
experience in hospitals. Subsidies would be provided for training 
of practical nurses in schools connected with hospitals or other 


institutions. 
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In Philadelphia a labor 
union joined hands with 
a group of employers to 
construct an unusual kind 
of health clinic for the 
workers. Here are some 
details of its design. 





A new type of labor-management clinic 


FTER THE FIRST world war there 
were a few attempts by labor 
unions to build their own health 
facilities. Some notable work was 
accomplished through this unilat- 
eral approach, but on the whole 
the movement did not make much 
headway. 

After the second world war, the 
unions realized the difficulties and 
began to think increasingly of 
health service for the workers as 
a common responsibility of the 
employers and the employees. Al- 
though this movement is relatively 
young, its manifestations in terms 
of actual, physical provisions are 
beginning to emerge. An example 
is a labor-management clinic tak- 
ing shape in Philadelphia. 

Representatives of unions and 
employers who are charged with 
the task of creating health facili- 
ties are searching the literature 
carefully for precedent on which 
to base their planning; but they 
find little. It is important, there- 
fore, that every new labor-man- 
agement clinic be publicized in 
order that other groups may antic- 
ipate the p:oblems that arise. 

So far, apparently, union-indus- 
try clinics have been improvisa- 
tions and adaptions of existing 
structures to clinical purposes. 
Under these circumstances, they 
leave much to be desired phys- 
ically, although they may be pro- 
viding first rate medical care. 

Many groups in the movement 


Mr. Rosenfield is an architect and hospi- 
tal consultant, New York City. 
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ISADORE ROSENFIELD 


are looking for a prototype clinic 
building which is more than a con- 
glomeration of dreary waiting and 
treatment rooms. Trustees fre- 
quently desire to see a more sym- 
bolic embodiment of the new 
labor-industry cooperative effort. 

This was the sentiment of trus- 
tees of the Men’s Apparel Industry 
Health Center in Philadelphia, a 
group representing the Philadel- 
phia Clothing Manufacturers As- 
sociation and the Philadelphia 


BASEMENT 


Joint board of the Amalgamated 
Clothing Workers of America 
(CIO). Consequently the trustees 
did not look for an abandoned 
building or loft to be remodelled; 
instead they bought a plot of land 
measuring approximately 172 ft. x 
148 ft. in the very heart of the city 
and planned to erect an entirely 
new building. 

Dr. J. A. Langbord, who has had 
several years’ experience with a 
similar facility, was retained as 
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Louis Magaziner and Herman Polss, architects 
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medical director and was charged 
with the preparation of a program 
of clinics, staff and budget. The 
necessary funds were already se- 
cure, since the manufacturers not 
only contributed their share to the 
building fund but also committed 
themselves to bear maintenance 
and operation costs of the building 
for an indefinite period. Then Ar- 
chitects Magaziner and Polss and 
a hospital planning consultant 
were engaged. 

The drawings presented here are 
the results of all these heads put 
together. The principal goal, in ad- 
dition to good medical care, was a 
humanized environment. To be 
more specific: 

1. The building and its sur- 
roundings were to have a friendly, 
relaxing atmosphere — dignified 
without seeming to intimidate or 
overawe. 

2. On the inside, the building 
was to be colorful and flooded with 
daylight. 

3. Individual treatment spaces, 
particularly consultation offices, 
were not to be small, mass-produc- 
tion types where people are treated 
like inanimate objects; they were 
to be deliberately spacious and 
pleasant. 

4. Waiting was not to be done in 
one crow’e. compound but in 
small semiprivate spaces immedi- 
ately adjacent to consultation, 
diagnostic or treatment areas. 

Before making detailed studies, 
it was decided that the most desir- 
able arrangement for the assem- 
bled clinics would be a straight 
line. This would make it possible 
to daylight the corridors from both 
ends and, by elimination of turns, 
would allow patients to find the 
proper rooms easily. 

The study showed that the space 
required for all the different func- 
tions would cover eight 22-foot 
bays on two floors, which could be 
housed in a building 178 feet long. 

This length was not available in 
a straight line along the perimeter 
of the site, so it was decided to 
place the building diagonally. This 
provides open spaces all around 
the building, removes it from the 
noise and dust of the street and 
Separates it from the neighbors in 
the rear. The open spaces provide 
an opportunity for gardens and 
allow parking space for doctors’ 
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cars in back of the building—an 
important consideration for a busy 
location in a large city. 

The entrance is to be level with 
the sidewalk, since it was consid- 
ered important that it should be 
as easy to enter the clinic as it is 
to walk into a grocery store. Com- 
mercial establishments do not ban 
customers with a barrier of stairs. 








Establishments selling health to 
the public should not do so either. 
At the entrance there is to be a 
showcase in the wall for the dis- 
play of health posters. 

The main waiting room is to be 
spacious and is to have large sheets 
of glass from floor to ceiling. The 
coat room, telephones and toilets 
will be located along a gallery that 
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leads to the auditorium. The gar- 
den side of this gallery is also to 
have large glass areas. The audi- 
torium is designed to seat 120 per- 
sons, and it too will have extensive 
windows looking out on the gar- 
den. This garden will be seen not 
only from the inside but also by 
passersby from the _ sidewalk, 
through the windows of the lobby. 

The receptionist and registration 
and records personnel will face the 
lobby. It will be possible to cut off 
the waiting room from the clinic 
by a folding gate. This will make 
the auditorium, waiting room and 
comfort facilities available for 
functions outside of clinic hours. 

An ample stairway is to rise 
from the lobby to the second floor; 
but for patients whose conditions 
make climbing of stairs inadvis- 
able, there is to be an elevator. The 
elevator is to be large enough to 
accommodate a stretcher, so that 
if a patient on the second floor is 
too ill to be on his feet he can be 
put on a wheeled stretcher and 
taken down to the ambulance en- 
trance at the end of the ground 
floor corridor. The elevator also 
will be necessary to service the 
building from the basement up in 
case additional clinic floors are 
built in the future. 

The conventional outpatient cor- 
ridor must be at least 16 feet wide 
to provide for an 8-foot bench and 
two 4-foot passages at either side. 
In the new clinic, however, there 
is to be an 18-foot corridor, di- 
vided into three parallel 6-foot 
aisles. The middle aisle will be for 
circulation while the two flanking 
6-foot widths will be for waiting. 

The waiting space is to be sep- 
arated from the circulation corri- 
dor by a low partition, with trans- 
lucent glass in the upper part. This 
partition will be high enough to 
conceal waiting patients from view 
from the corridor. To keep patients 
from seeing one another down the 
full length of the waiting space, 
interrupting baffles are to be placed 
at regular intervals. At both ends 
of the corridor the full 18-foot 
width is to be glazed for daylight 
from floor to ceiling. 

The plan view in the illustration 
shows a typical consultation office 
with examination alcove and dress- 
ing cubicles. These consultation 
suites, of which there will be eight, 
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PLAN OF typical consultation suite, with 
examination alcove and dressing cubicles. 


are a departure from the conven- 
tional. Each suite is to have a ves- 
tibule and two dressing rooms. 
Generally, a new patient will go 
from the vestibule into the consul- 
tation room to talk with the doctor; 
but on repeat visits he will go di- 
rectly to one of the dressing booths 
and from there to the examination 
alcove. The consultation room will 
be well lighted from the windows, 
and the doctor’s desk will be day- 
lighted from the left. Measure- 
men‘s are to be 9 ft. x 18 ft. 10 in., 
which will provide ample space for 
the patient and members of his 
family. Behind the doctor’s desk 
will be his cabinets and a sink. 

Examinations will be done in an 
alcove off the consultation room 
and immediately adjacent to the 
dressing booths. The alcove ar- 
rangement makes it possible to 
screen off the patient during exam- 
inations in case privacy from ac- 
companying relatives is desired. 

The entire building is to be air- 
conditioned. To bring down the 
cost of maintenance, practically all 
partitions, as well as the lining of 
the outside walls, are to be flush 
steel with baked-on enamel. Cor- 
ridors and. waiting spaces are to 
have acoustical ceilings. The floor 
finish is to be largely of semi-re- 
silient tile and will be laid from 
one end of the building to the 
other. The partitions are to be 
erected last. 

Planning was based on a union 
membership of 20,000, of whom 95 
per cent will attend clinics from 
5 P.M. to 7 P.M. on week days and 


also on Saturday mornings. It is 
assumed that annual visits to the 
clinic will average two per mem- 
ber, or about 40,000. Experience 
shows that the average number of 
visits per patient per year is nine. 
Thus, it may be expected that there 
will be an average of about 4,500 
patients a year. 

It also was estimated roughly, 
from general experience, that the 
space requirements would be one 
square foot per member per ses- 
sion. This calculation, however, is 
based on clinics which usually have 
two sessions per-day. In this case 
the entire gross area of the two 
clinic floors combined will amount 
to 20,500 square feet, which is rea- 
sonably close to the assumed norm. 
Inclusion of about 7,800 square feet 
taken up by the auditorium, the 
passage with the toilets on the first 
floor and the necessary basement 
spaces will make the gross area 
28,300 square feet. The average 
space per member, therefore, would 
be 1.41 square feet. 

The capacity of the clinic for its 
one daily session is based on the 
assumption that patients will re- 
quire an average of 30 minutes 
each. Each station, then, will ac- 
commodate about four patients per 
session. In estimating capacities of 
clinics, however, it is necessary to 
allow for seasonal variations in the 
load and for peaks which may oc- 
cur during the week. Also it is 
necessary to consider which de- 
partments can share the same space 
and which ones cannot. Depart- 
ment rooms that have layouts and 
equipment peculiar to specialized 
needs can be used only for the pur- 
pose for which they were designed. 
Rooms which do not require special 
arrangement or equipment can be 
used for more than one purpose. 
When the schedule of room occu- 
pancies was completed, allowing 
for such considerations, it was 
found that many of the clinics will 
have ample room for growth. 

With a possible increase in mem- 
bership it would be practicable to 
introduce a 7 P.M. to 9 P.M. session, 
which would almost double the 
use of the building. If it becomes 
the policy of the clinic to care for 
the families of employee members, 
the additional patients could be 
taken care of during a morning or 
early afternoon session. 
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“Generally a child cannot sue for injuries sustained 
while unborn since the child is then considered part 
of the mother and she alone is deemed the insured 
person.’ But in some cases courts have ruled that . . . 


Unborn babies, too, have legal rights 


URING THE PAST century the 
D question of the right of an 
unborn infant to recover damages 
for personal injuries has come be- 
fore the courts on many occasions. 
Some courts have declared: (a) 
That an infant en ventre sa mere 
may inherit real property, as an 
existing and independent personal- 
ity, but is nonexistent so far as 
any legal remedy for personal in- 
jury is concerned; (b) that, al- 
though it is a crime to kill an un- 
born child, such infant does not 
exist for its civil rights.! 

Most courts hold that the death 
of an adult terminates his claim 
for personal injuries inflicted dur- 
ing his lifetime, unless the cause of 
action survives by statute. Logical- 
ly, therefore, when an infant dies, 
either while it is viable or after 
parturition, the injury claim should 
abate, except where it is preserved 
by statute.? 

Another argument is that the 
unborn child is part of the mother 
and has no existence or being that 
can be the subject matter of in- 
jury; that in such case there is but 
one person and one life, that of the 
mother. 

Elsewhere it is pointed out that 
the unborn fetus is capable of inde- 
pendent and separate life. Though 
within the body of the mother, it 
is not merely a part of her; she 
may die and the child remain alive 
when separated from her dead 
body. If such a child is born alive 
and survives, suffering from the 
effects of injury, it could not be 
said that the injury was to the 
mother.® “Very cogent reasons may 
be urged for a contrary rule where 
the infant is viable, and especially 
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so in cases where the defendant, 
being a doctor or midwife, has neg- 
ligently injured an unborn child.* 
Twelve state courts have ruled 
that a child-‘cannot sue for injuries 
sustained while unborn. In Illinois, 
a state denying recovery, the moth- 
er of an infant sued a hospital, 
alleging that shortly before her 
confinement and while seated on a 
stool in the elevator, she fell on 
account of the negligent operation 
of the elevator. Both she and the 
unborn child where injured, so that 
the child was crippled after birth. 
The court ruled that no cause of 
action in favor of the child existed, 
for no such right was given by 
statute nor at common law unless 
the child had a distinct and inde- 
pendent existence. At the time of 
the injury, the child was a part of 
his mother and the injury was to 
her and not to him; the child is 
severed from her only at birth. 


LEGAL FICTION 


The doctrine of the civil law that 
an unborn child may be regarded 
as in being for some purposes, 
when for its benefit, is a legal fic- 
tion; it does not allow an action 
by an infant for injuries occasioned 
before its birth. If the action can 
be brought, it necessarily follows 
that an infant may maintain an 
action against its own mother for 
injuries produced by the mother 
while pregnant with it.® 

Another Illinois case concludes 
that there is no remedy at common 
law for an injury to an unborn 
child; the right must be given by 
statute. 

An action was brought by a 


minor, through her mother, against 
two physicians to recover damages 
because of personal injuries al- 
leged to have been sustained by 
her prior to birth. Suit was com- 
menced approximately 13 years 
after her birth. The child died af- 
ter the commencement of the ac- 
tion and her mother appeared as 
administratrix. 

The complaint charged that the 
doctor negligently diagnosed the 
mother’s condition as a tumor of 
the womb when she was not so 
afflicted but was pregnant. Six 
x-ray treatments of 45 minutes 
each were administered to the 
mother over a period of four 
months. She claimed the x-ray 
treatments were of such strength 
and violence as were intended to 
destroy a tumor. As a result the 
female fetus was burned, certain 
tissues of its body were destroyed, 
the bones of one ankle and certain 
vertebrae in its neck failed to ma- 
ture; cells of the brain were de- 
stroyed and the infant was born a 
permanent cripple and feeblemind- 
ed, developed to the mental age of 
only two years, although she lived 
to be 13 years of age. 

A motion was made by the phy- 
sicians for dismissal of the com- 
plaint since the damages sought 
were for alleged injuries to the 
child prior to her birth. The at- 
torney for the mother urged that 
the court discard the old common 
law doctrine. No case was cited nor 
could the court find one in which 
it had been held that an action may 
be maintained by a living child for 
injuries suffered before its birth, 
or by the estate of such a child 
after its death. “Thus it appears 
that an action of this character 
may not be maintained unless and 
until the right to bring such an 
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action is afforded by legislative 
enactment.” Judgment was ren- 
dered in favor of the defendant 
doctor® 

A husband and wife in Texas 
sued for damages resulting from 
the negligence of an employee of 
a corporation operating its truck. 
They alleged that the truck struck 
the automobile driven by the wife 
and caused it to collide with an- 
other automobile. She was then 
pregnant and was crushed against 
the steering wheel. In consequence 
she gave premature birth to twin 
babies, one of which was born 
bruised and, after living 19 days, 
died from the injuries. The parents 
sought to recover both for injuries 
to the wife and for loss of services 
of the child. 


“NO DUTY TO UNBORN” 


The Texas statute provided that 
a death action could be brought if 
the injured party could maintain 
an action for injury had death not 
ensued. Here, said the court, there 
was no duty owed to the unborn 
child; the only obligation was to 
the mother to refrain from injuring 
her. Had the child lived, it could 
not have maintained an action be- 
cause no duty of care was owed to 
it. “The cases are agreed that in 
the absence of a statute, a prenatal 
injury affords no basis for an action 
in damages in favor either of the 
child or its personal representa- 
tive.’”’? 

Texas has produced another case 
which follows the same ruling. 
Damages were demanded for in- 
juries to a mother, pregnant at the 
time she was struck by a truck, 
and also for her infant; the trauma 
to the mother is alleged to have 
caused the child to be born dumb. 
Dismissal of the complaint was 
held to be proper on the ground 
that parents cannot recover for 
prenatal injuries to their child.§ 

Massachusetts also has a case on 
prenatal injuries. The mother 
slipped upon a defect in the high- 
way and fell. At the time, she was 
between four and five months ad- 
vanced in pregnancy. The fall 
brought on a miscarriage, and the 
child, although not directly in- 
jured, unless by communication of 
the shock to the mother, was too 
little advanced in fetal life to sur- 
vive its premature birth. There was 


52 


testimony, however, based upon 
observing motion in its limbs, that 
it did live for 10 or 15 minutes. 

The mother contended that the 
common law is to the effect that 
if a woman is quick with child and 
takes a potion, or if a man beats 
her, and the child is born alive and 
dies of the poticn or battery, this 
is murder. The court replied that 
such is the criminal liability «as 
distinguished from civil liability 
for injuries received by an infant 
while in its mother’s womb. A stat- 
ute making it a crime to procure 
a miscarriage does not give rise to 
a corresponding civil liability.® 

New York State has adopted the 
law of other jurisdictions. In one 
case the defendant was charged 
with negligently leaving uncov- 
ered a coal hole in the sidewalk in 
front of his premises. A pregnant 
woman fell into it; the child was 
born 11 days after the accident. 
The infant sued for injuries sus- 
tained while in its mother’s womb. 
The defendant argued that at the 
time of the injury the child was 
not a person but was a part of the 
body of his mother and that, as the 
injury was to his mother, he had 
no cause of action. 

Dismissing the complaint, the 
court held that the child had no 
cause of action at common law. 
“The injuries were, when inflicted, 
injuries to the mother. No liability 
can arise therefrom except out of 
a duty disregarded and defendant 
owed no duty of care to the unborn 
child in the present case apart 
from the duty to avoid injuring the 
mother.’’!° 

Two cases in the state of Ala- 
bama hold to the same principle of 
nonliability.1! Louisiana, Michigan, 
Missouri, Pennsylvania, Rhode Is- 
land and Wisconsin are among the 
other states in which similar deci- 
sions are found.!” 

In a New Jersey case, the lower 
court attempted to distinguish be- 
tween those cases where the per- 
son charged with negligence is a 
physician and those in which the 
wrongdoer is a lay person or a cor- 
poration. The theory of the court 
was that a physician was on notice 
that he may be dealing with an un- 
born child, while in the ordinary 
negligence case there is no duty 
owed to anyone but the mother. 
There the parents brought an ac- 


tion in behalf of a five-year-old 
child against a physician, based on 
alleged injuries to the child as a 
result of malpractice in mistakenly 
treating the pregnant mother for 
an abdominal protuberance which 
he suspected to be a tumor. 

The physician moved to dismiss 
the complaint on the ground that 
an infant cannot maintain an ac- 
tion for personal injuries sustained 
while still unborn, and that its par- 
ents cannot recover damages. The 
parents claimed that the physi- 
cian’s negligent diagnosis of the 
mother’s condition and subsequent 
x-ray treatments caused the child 
to be severely injured and to be 
born a microcephalic and an idiot, 
without skeletal structure, sight, 
speech, hearing or the power of 
locomotion. 

The motion to dismiss was de- 
nied by the lower court, which an- 
nounced that the law has long rec- 
ognized for purposes beneficial to 
the infant that an unborn infant 
shall be considered to be born; that 
this rule is adopted whenever it is 
for the benefit of the child. 

“Where as here the defendant is 
a doctor, and he knew or should 
have known of the existence of the 
child, that he owed a duty to that 
child, and if that duty was dis- 
regarded and through his neg- 
ligence the child was injured while 
the mother was quick, if it is born 
viable, an action should lie on be- 
half of the child for the damages 
occasioned it and for any conse- 
quential damages resulting there- 
from to its parents.” 

Despite the apparent logic of 
this decision, the Court of Errors 
and Appeals of New Jersey re- 
versed the judgment and denied 
there was any common law duty 
of care to an unborn child. 


DAMAGES ALLOWED 


Jurisdictions allowing damages 
have been recorded in but a few 
states. In the District of Columbia, 
a case raised the question of 
whether an infant has a right of 
action springing from the alleged 
fact that it was taken from its 
mother’s womb through profes- 
sional malpractice. Here the child 
was viable, with all the anatomic 
characteristics of individuality, 
possessing its own circulatory, vas- 
cular and excretory systems and 
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capable of being ushered into the 
visible world. 

If a right of action is denied to 
such a child, remarked the court, 
it will be compelled to go through 
life carrying the seal of another’s 
fault and bearing a very heavy 
burden of infirmity and inconveni- 
ence without any compensation 
therefor. “What right is more in- 
herent, and more sacrosanct, than 
that of the individual in his pos- 
_ session and enjoyment of his life, 
his limb and his body?” 

The court upheld the right of the 
infant to sue for prenatal inju- 
ries.!4 


CANADIAN RULING 


Similarly, in a Canadian case a 
woman seven months pregnant was 
descending from a train, fell and 
was thrown to the street. Two 
months later she gave birth to a 
child with club feet. It was held 
that the child, born alive and vi- 
able, should be allowed to main- 
tain an action for injuries com- 
mitted upon its person while in the 
womb of its mother. 

A state statute provides rights 
in some cases. A California court 
used a statute on which to base a 
ruling that the child could main- 
tain a claim for prenatal injuries. 
Suit was brought against a physi- 
cian for the negligent use of metal 
clamps and forceps incident to the 
. delivery of a child, resulting in 
serious injuries to the brain cells 
and spine and causing permanent 
paralysis. At the time of the com- 
mencement of the action the child 
was 11 years of age. 

The right to sue rested entirely 
upon the interpretation to be given 
to a statute that: “A child con- 
ceived, but not yet born, is to be 
deemed an existing person, so far 
as may be necessary for its inter- 
ests in the event of its subsequent 
birth.” 

The physician reasoned the sta- 
tute did not apply to injuries com- 
mitted upon a child before its birth. 
The court disagreed. It seems clear 
and concise as the English language 
can make it, declared the court, 
that the statute says an unborn 
child which has been conceived is 
deemed to be “an existing person” 
when that assumption is necessary 
“for its interests” in the event of 
its subsequent birth. The word “in- 
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terests” is general and refers both 
to personal and property rights. 

In holding that the child could 
maintain such an action, the court 
did not thereby suggest that the 
physician was guilty of malprac- 
tice; that question was one to be 
decided at the trial. “It may be 
true that defendant made no mis- 
take in the delivery of the child in 
this case. It may be true that it is 
impossible to satisfactorily prove 
that this conduct contributed in 
any degree to the unfortunate con- 
dition of the child. But that should 
not deprive one of the right to pur- 
sue a remedy fc: an assumed 
wrong.’’!6 

Under a Minnesota statute an 
action was brought for the death 
of an unborn child alleged to be 
due to the doctor’s not arriving at 
the hospital in time for the deliv- 
ery and to the failure of the hos- 
pital to take proper care of the 
mother. The husband claimed that 
the hospital and doctor were to call 
him in case of any danger or emer- 
gency, but they neglected to do so 
until the next morning when the 
wife and expected child had died. 

In deciding that there was a cause 
of action by the special adminis- 
trator of the estate of the unborn 
child for death prior to birth, the 
court declared: “It seems too plain 
for argument that where independ- 
ent existence is possible and life 
is destroyed through a wrongful 
act a cause of action arises under 
the statutes.”’!* 

Ohio likewise holds that an in- 
fant as an existing viable child in 
its mother’s womb has a cause of 
action after birth for injuries 
caused by the negligence of an- 
other. There the mother, while at- 
tempting to alight from a bus, fell 
from the steps and suffered injuries 
to her left side, back, and genital 
organs and a severe nervous shock 
to her entire system, all of which 
were serious, painful, prolonged 
and .eventually fatal, and which 
resulted in a premature birth. 

As a result of her mother’s fall, 
the child was turned from a nor- 
mal position in her mother’s womb 
to a lateral position. She was born 
suffering with heart trouble, and 
ever since her birth had been ane- 
mic and had had spasms, was un- 
able to walk and talk normally, 
suffered from Jacksonian epilepsy, 


was permanently and _ incurably 
crippled, and was unable to make 
a normal gainful living during her 
lifetime. The court concluded that 
an unborn, viable child is a “per- 
son” within the meaning of the 
state constitution.'® 


CONCLUSION 


Generally a child cannot sue for 
injuries sustained while unborn 
since the child is then considered 
part of the mother and she alone 
is deemed the injured person. Def- 
inite rulings have been made to 
this effect by the courts of Ala- 
bama, Illinois, Louisiana, Massa- 
chusetts, Michigan, Missouri, New 
Jersey, New York, Pennsylvania, 
Rhode Island, Texas and Wiscon- 
sin. 

In the states of California, Min- 
nesota and Ohio, the District of 
Columbia and the Province of Que- 
bec, Canada, a recovery of damages 
is permitted. Charitable hospitals, 
however, are exempt from liability 
for negligence in Ohio and the Dis- 
trict of Columbia but are liable to 
paying patients in California and 
to patients in Minnesota, provided 
the injury is due to the negligence 
of the hospital and not physicians. 
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A POLICE REPORTER and a photographer from the Trenton (N. J.) Times hold a discus- 
sion on "press problems" with William B. Meytrott, superintendent of McKinley Hospital. 


The value of a friendly press 


HERE HAVE BEEN many times 
during the past decade, un- 
doubtedly, when most administra- 
ters had reason to either commend 
or condemn local newspapers for 
editorials, stories or articles con- 
cerning their hospitals’ work. Like 
so many others, we had been con- 
tent in a matter-of-fact way to ac- 
cept what news value there was in 
such articles as long as they did 
not offend patients or physicians. 
Three years ago we embarked 
on what was to be the first capital 
funds campaign in more than 15 
years by a single agency in Tren- 
ton. This campaign was to retire 
current debt, build and equip a 
new wing and install a full fire 
protection sprinkler system. Our 
professional fund-raising counsel, 
in its original analysis of the situa- 
tion, believed we had a strong case 
for public presentation as far as 
actual needs were concerned but 
that we had not done a very good 
job in the day-to-day interpreting 
of our work to the public. These 
advisers were particularly em- 
phatic about the value of good 
press relationship, pointing out 
that during any active public fund- 
raising campaign the printed word 
in the local press usually reaches 


Mr. Meytrott is superintendent, William 
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85 to 90 per cent of all the poten- 
tial givers in an area. With this in 
mind we began a very careful pro- 
gram of good press relations. 

We believe it was fortunate that 
the editor and publisher of the 
largest of our newspapers was as 
well informed of our plans, as a 
measure of community betterment, 
as were many of our own board of 
directors. A successful effort also 
was made to secure the coopera- 
tion of the editor of the other 
newspaper, a smaller daily which 
had strong labor support. It is al- 
ways necessary to go a little out 
of the way to gain the best work- 
ing relationship, and we made it 
our business to meet with these 
people to discuss our situation. 

To secure good cooperation it is 
first necessary to understand some 
of the problems that confront the 
newspaper people in gathering, 
editing and publishing the news, 
and it is well worth any hospital 
administrator’s time to spend an 
afternoon or day at one of the local 
newspapers watching what goes 
into the makeup of a good news- 
paper. A conscientious effort to 
meet and talk with the newspaper 


department heads, reporters and 
photographers is also important. 

I know of several small hospi- 
tals and one large hospital that on 
occasion held press tours in which 
members of the local press and the 
nearby metropolitan press were 
invited to tour the hospital. There 
they were briefed on the various 
accomplishments of the depart- 
ments and the relationship of each 
department to the others. Then 
there was a general discussion, fol- 
lowed by questions. This plan is, 
of course, excellent for purposes 
of orientation. But many times 
newspaper staff members are too 
busy to spend an entire day or a 
good portion of a day at an indi- 
vidual hospital. 

Another method—the one we 
have used—is the individual ori- 
entation method. Whenever the 
opportunity presented itself, either 
on social or professional contact, 
we made it a point to discuss hos- 
pitals and hospital problems and 
ethics with reporters and other 
newspaper staff members. Both 
news photographers and reporters 
know that when there is a spot 
news story in our hospital they 
will get it if it does not violate 
professional ethics or personal pri- 
vacy. . 

We do not throw open our hos- 
pital for pictures or stories for sen- 
sationalism or for publicity seek- 
ing. We do realize, however, that 
certain situations create news value 
and also point up the workings of 
our hospital. 

Quick and yet thoughtful judg- 
ment of all facets of a case are 
required to decide when and when 
not to allow press interviews per- 
taining to individuals or hospital 
activities. The decision on what 
constitutes an allowable and prop- 
er story should not.be designated 
to just anyone; it should be the 
responsibility solely of the admin- 
istrator. More than anyone else, he 
is always responsible for the reac- 
tion of the public toward his insti- 
tution, and certainly the public 
gains its opinions much more rap- 
idly through the press than through 
any other form of contact. 

Of course it is impossible for a 
single individual to be present 
every hour of the day, but by suit- 
able briefing of a limited number 
of personnel as to the actual co- 
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operation to be granted to the 
press, most emergency coverage 
can be handled. 

The importance of planning the 
story and the picture so that they 
present the hospital in the best 
possible light cannot be overem- 
phasized. Even during emergency 
periods there is often time for a 
little thoughtful consideration of 
the press. On one occasion a pa- 
tient was admitted to the emer- 
gency room following an overdose 
of sleeping tablets. Two news pho- 
tographers arrived at the hospital 
following a police report and, be- 
cause of the publicity being car- 
ried on at that time against the 
unrestricted sale of barbiturates, 
they hurried to get a picture of the 
patient and a story for their paper. 

They were permitted to take 
their pictures only of the patient 
on the stretcher as she was being 
wheeled on the elevator. The angle 
of the picture showed only the 
back of the patient’s head and 
showed a nurse and an aide help- 
ing the patient on the elevator. 

The caption for this picture was 
set up to read “Prompt Emergency 
Treatment Saves Patient Who Took 
Overdose of Sedatives.” The story 
that was written covered the dan- 
ger of the unrestricted sale of 
sleeping tablets and explained the 
necessity of the hospital’s render- 
ing emergency treatment and the 
ill effects suffered by the patient. 

This answered all press pur- 
poses, gave a boost to the good 
public health measure, and at the 
same time showed the _ hospital 
standing ready in an emergency. 

At our hospital, during the hours 
the administrator is not present, 
the person designated acting super- 
intendent also functions as public 
relations director. In addition, to 
aid in routine accident news cov- 
erage that every newspaper uses, 
we have arranged with the local 
police reporter to call our admis- 
sion officer each morning at 8:30. 
At this time she gives him all the 
information he needs concerning 
the cases which ‘the newspapers 
are fully entitled to know. This 
type of information usually con- 
cerns itself with accidents entered 
on the police blotter during the 
night and, therefore, have become 
public knowledge. As a problem 
arises with what is known as a 
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V.I.P. (very important person in 
the city) the information will come 
only from the superintendent. 

It has been our policy to explain 
to the general personnel of the 
hospital, the nursing service, and 
particularly the resident staff, what 
our relationship with the press is 
and what they may expect and how 
they are to cooperate. It is most im- 
portant that cooperation be taken 
into consideration since many times 
an ill-advised word or brusqueness 
while under working strain will 
result in a poor interpretation of 
the facts of the case and destroy 
the potential value of a story. 

There are many activities in the 
hospital considered just routine 
that, with proper handling, the 
newspapers welcome as “fillers” 
for certain editions. On many oc- 
casions the women’s page editor 
has scheduled specialty stories con- 
cerning our dietary department, 
occupational therapy workshop and 
laundry. The Sunday feature sec- 
tion has dramatized board of gov- 
ernors meetings, including certain 
statistical information, recognition 
of personnel for exceptional serv- 
ice, development of new methods 
of care and treatment for patients. 
Our ladies association meeting an- 
nouncements, benefit performances, 
patrons lists and other items have 
appeared as society page news. In 
all cases the stories have been care- 
fully worked out with some rep- 
resentative of the press and have, 
for the most part, included at least 
one action photograph. 

The practice of working up ar- 
ticles with a representative of the 
press is extremely important since 
each newspaper has its individual 
editorial policy. The article that is 
acceptable to one may be com- 
pletely turned around by another 
paper, many times to the detriment 
of the hospital. When seeking to 
attract new employees and when 
a more vigorous effort must be 
made .which cannot be considered 
news, we purchase advertising 
space. The use of the display ad- 
vertisements brings excellent re- 
sults. These services almost always 
are paid for by the hospital at the 
newspapers’ regular rates, and we 
rarely request free advertising 
service of this nature. We know it 
helps when we pay for what small 
professional newspaper advertising 





service we get. This holds true par- 
ticularly for the country weekly or 
semiweekly newspapers. 
Newspapers can be, through the 
administrator’s own efforts, one of 
the most successful mediums of in- 
terpreting the hospital’s story to 
the public. We do not believe in 
letting them take advantage of our 
confidential information but we do 
know that a carefully planned pro- 
gram can obviate this and can work 
to the advantage of all. And when- 
ever a potentially good story ap- 
pears, we always call to thank the 
individual who did the job. 





REPORTER inquires about an automobile 
accident from the admitting officer. Infor- 
mation requested: Name of injured person, 
age, color, general prognosis (if known), 
attending physician and admitting resident. 








APPROPRIATE method for taking picture of 
patient in a hospital is demonstrated by 
Trenton Times photographer. Patient's pri- 
vacy is protected in taking picture from 
this angle since the face does not show. 
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More evidence 


AS A PICTURE SOMETIMES is worth more than a 
thousand words, so an article in the November 
1949 American Journal of Public Health on “The 
Health of the American Indians” points up the 
hazards of government medicine better than a 
thousand articles intentionally aimed at criticizing 
government medicine. 

The author is Dr. Fred T. Foard, director of 
medical service of the Bureau of Indian Affairs, 
and his single purpose is to rescue the American 
Indians from medical neglect. Dr. Foard first cites 
some startling death rate figures for reservation 
Indians in several disease categories. He then 
points to causes and finally recommends a differ- 
ent approach that will interest all who have 
watched the Hill-Burton program take shape. 

The tuberculosis death rate among Navajo In- 
dians is nine times that in the general population. 
For pneumonia the ratio is five to one. For diar- 
rhea and enteritis it is 19.8 to one. Dr. Foard 
quotes from an official report on the Papago Indi- 
ans of southern Arizona as follows: 

“The Papago population curve resembles that 
of Medieval Europe. Of approximately 260 infants 
born each year, one-fourth die within 12 months; 
at the age of six there are only 160 left; at the age 
of 18, only 125. The life expectancy of a Papago 
infant is 17 years, whereas that of non-Indian 
infant in the United States is over 60 years.” 

Why is this so? First, not enough money to hire 
the necessary skills; second, the impossibility of 
carrying out locally a single program that is 
planned thousands of miles away. Dr. Foard’s so- 
lution is found in this quote: 

“Under such a policy (an administrative plan 
drawn up in Washington) a public health program 
for the Indians can never function as effectively 
as it would function if, through a grant appropria- 
tion to the states, the full responsibility were 
placed upon state and local health authorities with 
the federal agency exercising only the authority 
to see that a previously approved annual plan is 
carried out.” 

This is the sound philosophy of the Hill-Burton 
program and of most proposed alternatives to com- 
pulsory health insurance plans, although the au- 
thor is not at all concerned with such current 
issues. He is concerned only with improving the 
lot of American Indians, but he inevitably uncov- 
ers the great flaw in any farflung health program 
that is over-centralized. 

What Dr. Foard finds wrong here was found to 
be wrong a few years ago with the old system of 
hospitalizing war veterans. The accumulation of 
evidence that such remote control of medical care 
doesn’t work is becoming impressive. 
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Any candidates? 


A DISTINCTIVE CHARACTERISTIC of the American 
Hospital Association is its breadth of membership 
participation. There are enough active committees 
that every member with a modicum of skill, some 
spare energy and a wish to serve the Association 
may find an opportunity to do so. 


Every member likewise has a voice in the selec- 


tion of national officers. He has in fact two voices. 


He can suggest names to the Committee on Nomi- 
nation of Officers, and his representative in the 
House of Delegates can then vote to accept or 
reject this committee’s choices. 

The Committee on Nomination of Officers pre- 
sents its slate each year at the convention, after a 
series of meetings at which all suggested names 
are considered. The first of these meetings preced- 
ing the 1950 Convention will be held in Chicago 
during the Mid-Year Conference February 10-11. 

Names may be handed in through any member 
of the committee, and these members are listed on 
page 26, as are the offices to be filled. 


An opportunity 


SINCE THE LA SALLE HOTEL fire in 1946, the Amer- 
ican Hospital Association’s Council on Hospital 
Planning and Plant Operation has been constantly 
at work on one phase or another of hospital fire 
safety. This council has repeatedly asked the Na- 
tional Fire Protection Association for help, and 
that association has never failed to respond. 

When the council wished to promote fire safety 
education as part of an institute program, the as- 
sociation sent speakers—not once, but three times. 
When the council pointed out that the earlier 
recommendations for operating room safety were 
based on false premises, and so not acceptable to 
hospitals, the association’s dormant Conference 
Committee on Hospital Operating Rooms was re- 
vised, and the result is a new set of recommenda- 
tions which hospitals are much more willing to 


’ aecept and put into practice. 


These are but samples of the work done in co- 
operation, which no doubt has made hospitals safer 
today than ever before. It is also true, however, 
that the job is not yet finished. A continuing pro- 
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a gram of education is needed, and this is something 


that seems to call for still other outside resources. 


"The American Hospital Association already has 


gone farther than most similar organizations in 


| educating members on fire safety. While this fac- 


tor of good administration cannot be ignored, there 
is a limit to the money and staff time that can be 
expended on it without neglecting other Associa- 
tion responsibilities. 

Here is an opportunity for some organization 
that wishes to invest funds in a good cause. 


Accreditation troubles 


THE COMPLETE STORY OF CURRENT efforts to ac- 
credit schools of nursing is so long and intricate 
that it seems doomed to come out piecemeal. Some 
of the parts have been published in the American 
Journal of Nursing, and another important part 
will be found on pages 44-47 of this magazine. 

At the moment these efforts at accreditation are 
somewhat less than universally popular. This is 
odd, since nearly everyone is agreed: TuaT the 
standards of nursing service should be raised, THAT 
this calls for raising the standards of nursing edu- 
cation, THAT accreditation of schools is a suitable 
method, and Tuat chief responsibility for any ac- 
creditation program belongs to the nursing pro- 
fession. 

The present program has failed to win maximum 
support, even among nurses, simply because of 
some errors and omissions that can be rectified. 
Most of the opposition is based on suspicion toward 
the interim classification of schools, which has 
never been given a forthright explanation. 

Whatever its ultimate good purpose, this interim 
classification has the appearance of a device for 
arbitrarily closing 25 per cent of the schools. If it 
is ever to dispel such suspicion, the accreditation 
program must offer some definite assurance that 
this will not happen; that scores of existing schools 
will not be closed until there are other facilities 
for supplying the nurses needed to keep hospitals 
open. 

A great deal of support could be enlisted by 
making three changes in the interim classification 
procedure. 

First, instead of appearing to abandon the least 
acceptable schools, a way should be found for 
helping them work for acceptance. 

Second, the classification list should be revised 
at regular intervals, perhaps annually, to encour- 
age and facilitate rapid self improvement. 

Third, a different and more stable basis of classi- 
fying schools should be developed, so that 25 per 
cent of them are not perennially and automatically 
barred from recognition. 

The national nursing organizations could deci- 
mate another form of opposition without much 
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trouble: By making it clear that accreditation will 
not become entangled with the government’s 
power to withhold federal aid-to-education funds; 
and they will have this opportunity soon when the 
subject is reopened in Congress. 


Those research funds 


NEXT MONTH THE Federal Hospital Council will 
recommend to the Public Health Service a policy 
for distributing $1,200,000 of research funds that 
were authorized in a recent amendment to the 
Hill-Burton Act. 

Anyone who does not read it carefully might 
misinterpret a pertinent section of this amend- 
ment, which reads in part as follows: 

“The surgeon general is authorized . . . to make 
grants-in-aid to states, political subdivisions, uni- 
versities, hospitals and other public and private 
nonprofit institutions, or organizations . . . for the 
conduct of research, experiments, or demonstra- 
tions relating to the development, utilization, and 
coordination of hospital services, facilities, and re- 
sources.” 

The language used here may be described as 
both general and specific. It is properly general, 
for a great amount of discretion must be left to 
the administering agency. At the same time such 
generalization can be misinterpreted as opening 
the purse to almost any kind of research that is 
related to health—control of cancer, tuberculosis, 
heart disease and the like. 

On careful reading, however, the amendment 
specifies that this money is to be spent on “hospi- 
tal services, facilities and resources.” It could 
hardly be otherwise as part of the Hill-Burton Act, 
which is concerned only with expanding and im- 
proving hospital care. Moreover, Congress has been 
equally specific heretofore in voting funds for 
clinical research, and it is not at all likely that 
anything of the kind was contemplated here. 

There is no dearth of qualified projects related 
to hospital care. A start has been made but much 
more remains to be done on regional planning of 
hospital service. It is still possible to increase oper- 
ating efficiency through better design as well as 
through better administrative technique. To cite a 
single example, both design and administration 
could be improved with a series of time and mo- 
tion studies. 

These research funds are to be handled by the 
Division of Medical and Hospital Resources of the 
Public Health Service, which office already has 
demonstrated an unbiased interest in promoting 
the quality and quantity of hospital service. If it 
approaches this assignment with the same regard 
for fundamental needs, the federal government’s 
$1,200,000 will be wisely invested. 
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A THREE-YEAR REPORT 


Government-sponsored 


care in Saskatchewan 


FREDERICK D. MOTT, M.D. 


OR THE PAST THREE YEARS in the 
Canadian province of Sas- 
katchewan we have been oper- 
ating a government-sponsored pro- 
gram of hospital care insurance. 
To date the program has met with 
almost unanimous approval by 
participating groups in the prov- 
ince, including hospitals, physi- 
cians and the public. An appraisal 
of our experience may provide an 
illuminating case study for all 
those interested in the problem of 
financing adequate hospital care. 
The province of Saskatchewan is 
a northern extension of the Great 
Plains region. Only slightly smaller 
than Texas, this prairie province 
produces half of Canada’s wheat. 
Eighty per cent of the population 
of 840,000 lives on farms or in 
small communities of less than 
2,500. The intensely rural char- 
acter of the province should be 
borne in mind as one weighs the 
experience of the Saskatchewan 
Hospital Services Plan. 

A striking characteristic of our 
people which impresses many vis- 
itors is their highly developed 
health consciousness. As early as 
1915, rural municipalities were 
offering retainers to attract physi- 
cians. Later, salaries were offered 
and the system of municipal doc- 
tor plans emerged. Many of these 
plans of tax-supported medical 
care were expanded to include 
prepaid hospital care. As early as 


Dr. Mott is chairman of the Saskatche- 
wan Health Services Planning Commission. 
Before accepting this position he served as 
chief medical officer of the U. S. Farm Se- 
curity Administration. Adapted from a pa- 
per presented at the American Hospital 
Association Convention, Cleveland, Sep- 
tember 1949. 


58 


1919, 10 of these locally sponsored 
compulsory hospital care plans 
were in operation. By 1946, 83 rural 
municipalities, villages and towns 
provided all their residents with 
hospital care at municipal expense, 
some plans being financed by a 
personal tax, many by a property 
tax, and some by a combination of 
the two. 


COMPREHENSIVE PROGRAM 


For many years the care of the 
tuberculous and the mentally ill 
has been a free service in Sas- 
katchewan. For five years the diag- 
nosis, medical care and hospital 
care of cancer cases have been on 
a completely tax-supported basis. 
For five years, too, a comprehen- 
sive program of health services has 
been provided for various public 
assistance recipients. For more 
than three years, an experimental 
compulsory medical care insurance 
program has operated to the gen- 
eral satisfaction of patients and 
physicians alike in our Swift Cur- 
rent Health Region. In this pro- 
gram, covering more than 50,000 
people and voted in by those con- 
cerned, there is free choice of doc- 
tor and local administration 
through an elected regional health 
board. 

Bearing more directly on pro- 
vincial hospitals, a grant-in-aid 
program for hospital construction 
has been in effect since 1945. Grants 
have been made on an equalization 
basis, varying according to local 
resources and in conformity with 
a master plan of hospital facilities. 
Seventy-six hospitals have re- 


ceived aid to date, supplemented 
since 1948 by federal grants. 
Largely as a result of this program 
our hospital facilities have in- 
creased to a ratio of 6.2 beds per 
1,000 by rated capacity and 7.4 
beds per 1,000 actually set up. 
These figures exclude federal hos- 
pitals, sanatoria, and institutions 
for mental patients and for cus- 
todial care. 

The Saskatchewan Hospitaliza- 
tion Act was passed in 1946, and 
the Hospital Services Plan went 
into effect on January 1, 1947. The 
main features of this program of 
compulsory hospital care insur- 
ance are as follows: 

Administrative responsibility is 
assigned to the Health Services 
Planning Commission, which is 
responsible to the Minister of Pub- 
lic Health. Full use is made of 
special advisory committees, and 
regular meetings are held with of- 
ficers of the Saskatchewan Hospital 
Association. 

All persons in the province not 
entitled to hospital care under 
some other governmental program 
are eligible for benefits upon pay- 
ment of the compulsory personal 
tax. Indigent persons are benefici- 
aries through payment of their tax 
by the agency of government, 
municipal or provincial, that is re- 
sponsible for their care. Altogether 
more than 93 per cent of the pop- 
ulation are beneficiaries. 

The annual hospitalization tax 
is $10 for adults and $5 for chil- 
dren under 18, with a maximum 
of $30 for each family. Since the 
fund thus derived is not sufficiently 
large to pay the total cost of hos- 
pital care, a contribution is made 
from general provincial revenues. 
This is in accord with sound social 
insurance financing which, in the 
absence of a tax graduated to in- 
comes, must recognize a reasonable 
limit on individual contributions. 

The benefits include public ward 
care and a virtually complete range 
of inpatient hospital services in 
general hospitals and maternity 
homes. Within the province there 
are no limitations, other than those 
of medical necessity, on the num- 
ber of days’ care to which a bene- 
ficiary is entitled. Moreover, the 
plan has no restrictions because of 
age or pre-existing conditions, no 
dollar limits for diagnostic services 
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or drugs, and no waiting periods 
for maternity or other benefits. 

Since the Hospitalization Fund 
is the source of approximately 84 
per cent of the revenue of hospi- 
tals in the province, a clear respon- 
sibility rests upon the Hospital 
Services Plan to meet the essen- 
tial costs of operation. For this 
reason, payment to hospitals is 
based on all-inclusive patient-day 
rates geared to actual operating 
costs of individual hospitals. 


REVIEW OF RESULTS 


As was to be expected, coverage 
of the entire population, including 
the aged, the chronically ill, and 
the indigent, and the lack of limita- 
tion on days of care, have resulted 
in ‘high utilization rates. In 1947 
the plan provided 1,221,453 days 
of care for 121,951 cases discharged 
from hospitals. The rates were 156 
cases per 1,000 covered population 
and 1,565 days of care per 1,000. 
In 1948 the plan provided 1,455,744 
days of care to 138,030 discharged 
cases, giving rates of 178 per 1,000 
and 1,875 days of care per 1,000. 
The average length of stay for dis- 
charged cases in 1947 was 10 days 
and in 1948 it was 10.5 days. 

Turning to our cost figures, it 
should be remembered that oper- 
ating costs of Canadian hospitals 
still tend to be considerably lower 
than those of American hospitals. 
The total expenditure in 1947, in- 
cluding administrative costs, was 
$7,560,762, of which 50.1 per cent 
was the yield from the personal 
hospitalization tax and the bal- 
ance, 49.9 per cent, was a contri- 
bution from provincial general 
revenues. In 1948 the total expend- 
iture was $8,865,393, of which 42.7 
per cent was derived from the per- 
sonal tax and 57.3 per cent was 
contributed from general revenues. 
The cost per beneficiary in 1947 
was $9.69 and in 1948 it was $11.42. 
As a result of a higher personal 
tax, $10 for adults instead of $5, 
it is estimated that the contribu- 
tion from general revenues de- 
clined to about 40 per cent in 1949. 

So far as administrative costs 
are concerned, the hospital plan 
can point with some pride to its 
record. The first year the ratio of 
administration expense to total 
expenditure was 8.1 per cent, and 
the second year this ratio was 6.5 
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per cent. It is true that, unlike vol- 
untary plans, there is no “selling” 
cost, but we do pay a commission 
of 3 per cent to tax collectors on 
all hospital taxes paid. The per 
capita amount spent for adminis- 
tration in 1947 was 77 cents and 
in 1948 it was 74 cents. The admin- 
istration cost per hospitalized case 
in 1947 was $4.70, which compares 
with a corresponding figure of 
$7.76 for all Blue Cross plans in 
1946. 

One other yardstick of efficiency 
is a comparison of administrative 
employees per 1,000 subscribers. 
According to Dr. Franz Goldmann, 
the number of full-time employees 
of 35 Blue Cross plans averaged 
0.33 per 1,000 members in April 
1947. The number of employees in 
the Saskatchewan plan is 0.2 per 
1,000 beneficiaries. Thus there is 
one employee for every 3,000 sub- 
scribers in these Blue Cross plans 
and one employee for each 5,000 
beneficiaries of the Saskatchewan 
plan. The record of efficiency 
speaks for itself. This year, an esti- 
mated 95 cents out of every health 
tax dollar will be paid to hospitals 
for hospital care. 

What has the introduction of this 
program meant for beneficiaries? 
What has it meant for hospitals, 
for the development of our hospi- 


tal system, and for local communi- 
ties that have traditionally been 
responsible for providing hospital 
care? 

What the program has meant to 
the people of Saskatchewan can be 
stated very simply. It would be 
stretching things very little to say 
that it has been a godsend. The 
program is almost universally pop- 
ular. It has brought much closer 
the goal of freedom from fear and 
freedom from want. It has made 
available to everyone such hospi- 
tal care as may be required—on 
the basis of need rather than abil- 
ity to pay at the time the need 
arises. The lessons the Blue Cross 
movement has long since demon- 
strated have simply been applied 
on a broader scale. To principles 
such as budgeting, group prepay- 
ment, service contracts, and free 
choice of hospital have been added 
universal coverage, unrestricted 
benefits, governmental support, 
and the right of indigent persons 
to full participation. The people of 
Saskatchewan feel certain that 
these new ingredients have not 
spoiled the broth. 

No matter what the immediate 
advantages of a program of this 
kind to the people, the ultimate 
effect must be questionable if a 
deterioration of hospital service re- 
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sults. Are basic principles com- 
monly accepted as conducive to 
high quality care threatened in the 
Saskatchewan program? What, in 
short, has been the meaning of the 
introduction of this government- 
sponsored program for Saskatche- 
wan hospitals? 

The first point to be stressed is 
the freedom of hospitals from gov- 
ernment control. The hospital sys- 
tem of Saskatchewan has ‘been 
built up by local voluntary efforts, 
either by lay community groups, 
by groups of municipalities organ- 
izing union hospital districts, by 
cities or by religious orders and 
church groups. While we do have 
many municipal and union hospi- 
tals, they are in a very real sense 
the product of voluntary effort. 

It is a publicly stated policy of 
the government of Saskatchewan 
not to take over hospitals, but 
rather to leave their construction 
and management as matters of lo- 
cal responsibility. The policy of 
the government toward supervi- 
sion and control is a positive one. 
It is simply that government con- 
trol is unnecessary when hospitals 
voluntarily maintain high stand- 
ards and operate efficiently. 

The second point is our empha- 
sis on standards. A few examples 
will illustrate why Saskatchewan 
hospital administrators and trus- 
tees are throwing off any worries 
they once may have had about the 
effect of a governmental plan. 

(1) Hospital administrators have 
been freed from much of the worry 
that financial problems involve for 
any hospital lacking an assured 
adequate source of income. Our 
hospital administrators need not be 
fund raisers. Their one concern is 
the efficient provision of high 
standard hospital care. 

(2) By providing sufficient funds 
for operating expenses, we have 
made it possible for hospitals to 
improve their facilities. By recog- 
nition of depreciation in our pay- 
ment rates, we have enabled them 
to replace obsolete equipment, and 
by special grants for diagnostic fa- 
cilities, we have directly improved 
service. 

(3) Since the plan went into 
effect, hospital salaries and wages 
have been brought more nearly in- 
to line with what is paid for sim- 
ilar types of work in other fields. 
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The effect is to improve the caliber 
of hospital personnel and stabilize 
employment. 

(4) By conducting or sponsoring 
training courses and institutes, we 
have fostered the improvement of 
administrative and auxiliary serv- 
ices. Bursaries from both provincial 
and dominion funds have been es- 
tablished for training in hospital 
administration, in nursing instruc- 
tion and supervision, and in vari- 
ous: technical fields. 

(5) We have appointed to our 
commission staff technical experts 
in radiological, laboratory, nurs- 
ing, pharmaceutical, and dietary 
services, whose function it is not to 
merely inspect hospitals but to 
provide them with expert consul- 
tative services. 


FINANCIAL ARRANGEMENTS 


The third important aspect of 
our relationship with hospitals is 
the matter of financial arrange- 
ments. Prior to the introduction of 
our program, Saskatchewan hospi- 
tals were in much the same finan- 
cial dilemma as other hospitals in 
Canada and the United States. The 
voluntary system of financing hos- 
pital operation was proving inade- 
quate in the face of rising costs. 
Its shortcomings were such that 
standards as well as financial un- 
derpinnings were being seriously 
threatened. 

The fear that standards are 
likely to fall if today’s system of 
financing is maintained has been 
effectively expressed by the Amer- 
ican Hospital Association’s plan- 
ning committee for a national study 
of financing hospital care. The 
committee had this to say, in part: 
“The prospect of losing the per- 
manent value of these far-reach- 
ing developments because of an 
outmoded system of hospital fi- 
nance points toward the need for 
a comprehensive study of the 
financial structure of our institu- 
tional health services.” 

In Saskatchewan there is not 
only assured payment for prac- 
tically all admissions, but we feel 
that our payment policy, based on 
paying the cost of efficient opera- 
tion of each hospital, is a major 
step in meeting the problem. We 
recognize the difficulty of defining 
the term “efficient operation.’ De- 
cisions are reached on the basis of 


inspectors’ reports, expenditure 
and budget analyses, and full-sca!e 
discussion between our Hospital 
Rate Board and the hospital's 
administrator and financial com- 
mittee. 

The uniform system of account- 
ing introduced in 1947 is an indis- 
pensable tool in this process. The 
test of such a method is: Does it 
work? I believe our hospital people 
would present generally favorable 
testimony as to the thoroughness 
of our method. The fact that seri- 
ows operating deficits are virtually 
a thing of the past also is testimony 
as to the adequacy of our pay- 
ments. 

As we sit around the conference 
table, moreover, with the hospital 
administrator and his committee, 
an excellent opportunity is af- 
forded to examine the hospital’s 
problems and to discuss approaches 
te their solution. It is our attitude 
that the hospital is rendering an 
essential community service and 
it is our responsibility to help the 
hospital in any reasonable way to 
render that service effectively. 

The Hospital Services Plan has 
not only aided patients and hos- 
pitals, but it also has given a real 
impetus to local initiative in the 
construction of new and extended 
hospital facilities. Our province, 
like many states, has low income 
areas that could not have sup- 
ported hospitals even with grants 
for their construction. Assurance 
of maintenance has meant that, for 
the first time, such a community 
could establish needed facilities 
with confidence in the future of its 
hospital’s financial position. 

Thus we have been able to de- 
velop a province-wide plan of hos- 
pital facilities in accordance with 
need, unhampered by gaps in local 
financial resources. Those who 
have been active in developing 
hospital plans for rural states will 
appreciate what this has meant. 

Finally, there is the relationship 
between our plan and the local 
community. The burden of provid- 
ing hospital care, traditionally a 
local responsibility, has long been 
distributed unevenly, borne with 
relative ease by some areas, and 
constituting an intolerable finan- 
cial drain on others. The spiraling 
rise in the cost of hospital care 
in recent years has increased the 
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number of local communities 
obliged to meet growing hospital 
deficits, necessitating the postpone- 
ment of other vital local improve- 
ments. In Saskatchewan the Hos- 
pital Services Plan, paying hospital 
operating costs, has reduced local 
deficits to almost negligible pro- 
portions. 

Local governments have gained 
in still another way, since the pro- 
vincial government, through its 
contribution to the hospitalization 
fund, now pays a large portion of 
the cost of hospital care for indi- 
gent persons. The local govern- 
ment has only to pay the hospital- 
ization tax for these people rather 
than the complete cost of their 
care. Not only are the hospitals of 
Saskatchewan in a very favorable 
financial position, but our local 
government units have been large- 
ly relieved of meeting hospital de- 
ficits and of providing hospital care 
for public assistance recipients. 

While our plan is but three years 
old, there is certainly no question 
among the three most interested 
groups—the public, the hospitals, 
and the government in Saskatche- 
wan—that it is a successful exper- 
iment in universal coverage and 
unrestricted benefits. Physicians 
would subscribe to this same view. 

All of these groups would agree 
that there still are certain prob- 
lems to be ironed out and that the 
program should be looked upon as 
evolutionary. There is quite gen- 
eral agreement, for example, that 
to be entirely sound the hospital- 
ization plan should be part of a 
comprehensive program of health 
services offering medical care in 
the office, home, and hospital, and 
providing outpatient as well as 
inpatient services. 

The challenge to the Blue Cross 
executive and the hospital admin- 
istrator or trustee of working to 
meet total human needs for mod- 
ern hospital care is both stimulat- 
ing and rich in personal satisfac- 
tion. Just what form this effort 
should take in the United States, is 
not for me to suggest. 

It is certain, though, that hos- 
Pitals in the United States, acting 
through their own organizations, 
can be masters of their destiny to 
the extent that they provide posi- 
tive leadership in meeting the 
challenge of the changing order. 
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Sex signals 


XPECTANT FATHERS at Wichita 
General Hospital, Wichita 
Falls, Tex., no longer have to wait 
agonizing minutes to find out 
whether their newborn is a boy or 
a girl. 

A new application of the electric 
sign makes it possible for the fa- 
ther to know immediately the sex 
of his child. Two electric signs sus- 
pended over the entrance to the 
delivery suite, one in blue stating 
“It’s a Boy” and the other in pink 
stating “It’s a Girl,” flash the sig- 
nal to the father as soon as the 
young one enters the world. 

A complaint from a father was 
the inspiration for this arrange- 
ment. The father complained bit- 
terly about the fact that he had to 
wait about 15 minutes before he 
knew the sex of his child. The fa- 
ther, who is in the electric sign 
business, discussed the matter with 
his doctor, whose hobby is elec- 
trical gadgets; and together they 
devised the system now in use. 

The installation of the signal 
system is simple. The signs are 
wired directly to two switches in 
the delivery room. As soon as the 
youngster is born, the nurse, the 
anesthetist or whoever is available 
presses the switch corresponding 
to the sex of the child. 

The fathers sit in the waiting 
room with their eyes glued to the 
sign, awaiting the flash which tells 
them they must exchange the foot- 
ball purchased for a boy for some- 
thing with lace on it. Watching the 
sign gives them something to do 
besides pace the floor and bite their 
fingernails. 

The installation works nicely in 
our hospital since our delivery load 
is such that the majority of deliv- 
eries are made in one delivery 
room. However, confusion does 
arise when two or more deliveries 
are in progress at one time. We 
have only one delivery room wired, 
and consequently when more than 
one delivery is in progress, the 
poor fathers are confused when 
the lights begin to flash. 


Several humorous incidents have 
arisen since the system has been in 
operation. One father saw the sign 
“It’s a Boy” flash on and was quite 
jubilant; and then immediately af- 
ter, the other sign “It’s a Girl” 
flashed on. He thought perhaps 
they made an error the first time, 
or that a short circuit in the sys- 
tem caused both signs to flash. He 
was really overcome when told 
that the system was in perfect 
working order and he was the fa- 
ther of twins. 

On another occasion, three de- 
liveries were in progress at the 
same time, two in the delivery 
rooms and one in the labor room 
which is used under emergency 
conditions. The fathers had been 
told in advance the probable se- 
quence of presentation, but Mother 
Nature chose to confuse the issue, 
and only after showing the infants 
to the fathers concerned were they 
convinced of the sex of their re- 
spective offspring. 

We are planning on expanding 
our signal system to include the 
other delivery room, and perhaps 
we will install an amplifier to min- 
imize confusion and enable the fa- 
thers to hear the famous first words 
of their youngsters. 

This sex signal system seems to 
add to the novelty of becoming a 
father, and we have observed that 
it relieves some of the tension nor- 
mally experienced by expectant 
fathers. We have received numer- 
ous favorable comments on our sex 
signal and consider it a valuable 
tool of public relations —THOMAS 
L. NORTON, administrator, Wichita 
General Hospital, Wichita Falls, 
Tex. 
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It is the staff attitude 


that counts most 


When an American College of Surgeons 
representative visits a hospital, he pays 
particular attention to this one detail 


LUCIUS W. JOHNSON, M.D. 


HAT DOES THE representative 
Ws the American College of 
Surgeons look for when he sur- 
veys a hospital for standardiza- 
tion? If his purpose were merely 
to get the answers to the questions 
in the point-rating form, any clerk 
could do the work as well and 
there would not be much satisfac- 
tion in it for anybody. 

What really stirs the interest of 
the visitor and provides the allure- 
ment of the work is the more im- 
portant object of assaying the real 
character of the hospital, determin- 
ing the qualifications and attitude 
of the medical staff, measuring the 
excellence of the administration, 
estimating the interest and the ac- 
tivity of the trustees, and observ- 
ing the morale of the workers—all 
of which vitally affect the care of 
the patients. 

The visitor must be constantly 
on the alert to absorb and inter- 
pret intangible qualities and sub- 
conscious impressions which may 
come to him by any one of the 
senses. He must determine whether 
the staff, the administration and 
the trustees render only lip serv- 
ice to the principles of hospital 
standardization or whether they 
loyally support the standards and 
aspire to surpass the minimum re- 
quirements. The evidence for these 
decisions frequently is not revealed 
in the answers to the questicns, 
though made clear in many less 
direct ways. 


Dr. Johnson, until his retirement in No- 
vember, was field representative for the 
an College of Surgeons, San Diego, 

alif. 
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Next to the patients, the medical 
staff makes up the most essential 
group in the hospital. Members’ 
attitude toward principles of hos- 
pital standardization and _ their 
willingness to give time and effort 
to live up to the requirements con- 
stitute the most vital element in 
winning admission to the approved 
list of the college. There are many 
signs which indicate the quality of 
staff participation and all of them 
receive careful consideration be- 
fore the decision on approval is 
made. These are some of the cri- 
teria by which staff attitudes may 
be judged. 


THE AGREEMENT 


Two questions that penetrate 
deeply into the quality of the hos- 
pital are: (1) Are the by-laws, 
rules and regulations acceptable? 
(2) Are they enforced? 

No organization as intricate as 
a hospital can progress very far 
without directives that prescribe 
the duties, obligations and proce- 
dures of the various workers in it. 
There are widely-published stand- 
ard by-laws, rules and regulations 
which hospitals are urged to adopt 
after modifying them to fit the in- 
dividual need. It is recommended 
that, after adoption, each staff 
member sign an agreement to 
abide by them and also by any that 
may be adopted by proper proce- 
dure in the future. 

But adoption is only the first 
step. Much more important is the 
observance. The college represent- 
ative has several guides to the 








quality of this. An item sometimes 
ignored is the requirement that 
members of certain staff groups at- 
tend a minimum number of general 
staff meetings or else forfeit some 
of their privileges in the hospital. 
If the attendance records show 
that a considerable number of the 
staff members do not attend staff 
meetings, yet no steps are taken to 
enforce the regulations, it is evi- 
dence of laxity in the staff attitude. 

The minutes of the staff meet- 
ings are also valuable as a guide. 
Do they indicate that at least two 
hours are devoted each month to 
an honest review and analysis of 
the work done in the hospital? Are 
cases with unfavorable results 
studied to determine the reasons, 
and is the information made avail- 
able to all staff members? Is every 
caesarian section discussed—with 
the attending physician and the 
consultant present to defend their 
decisions and their procedure? 

Some hospitals seem to dodge 
this responsibility by filling the 
programs with guest speakers, 
movies or papers which have no 
relation to cases in the hospital. 
By doing this they lose most of the 
benefit: of the staff meeting. Its 
purpose is to study the accuracy of 
diagnosis and the effectiveness of 
treatment in the hospital. Knowl- 
edge gained by experience is thus 
made available to all the physi- 
cians who work in the hospital. 
Lessons learned by successes or fail- 
ures become the common property 
of the full staff so that they may 
be employed for the benefit of all 
the patients. 

Several questions concerning the 
records are listed on page 4 of the 
form. Are they written promptly 
after admission of the patient? 
Does the records committee ac- 
tively control the quality of the 
records? Does it accept the respon- 
sibility of insisting that members 
of the medical staff write accept- 
able records and do it promptly, 
or does it let that obligation go by 
default so that the record librarian 
or the administrator must shoulder 
the burden? The answers to these 
questions are valuable clues to the 
attitude of the staff and their sup- 
port of the principles of hospital 
standardization. 


An important requirement is 


that all tissues removed during 
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operation be sent to the pathologist 
for study. It is a part of his duty 
to decide which should be sectioned 
for microscopic study. It also 
should be understood that he is to 
notify the proper staff representa- 
tive whenever he finds that a nor- 
mal organ has been removed. 
Since faithful observance of this 
obligation may cause offense to 
potent members of the staff, the 
custom is spreading rapidly of hav- 
ing a tissue committee, its mem- 
bers being several able and re- 
spected members of the staff. When 
normal tissue is removed during 
an operation the pathologist brings 
it to the attention of this commit- 
tee. The members study the tissue 
and the circumstances, and if any 
action is required they make the 
recommendation to the staff. 


POSTMORTEM STUDY 


The percentage of autopsies is 
another index of the attitude of 
the staff toward scientific progress. 
There is general acknowledgement 
that the postmortem examination 
is the one best means of checking 
the correctness of the diagnosis 
and the efficiency of the treatment. 
But the arrangements take con- 
siderable time and personal effort 
so that the physician who is in- 
exact or indolent may not find it 
desirable to take the trouble. 

The American Medical Associa- 
tion has raised its requirements to 
20 per cent of autopsies as the ab- 
solute minimum in a hospital that 
desires to be looked on as interest- 
ed in keeping up with modern 
progress, and the American Col- 
lege of Surgeons urges that there 
be as many autopsies as possible. 
A number considerably above the 
required minimum is a high trib- 
ute to the quality of the staff. 

Other questions concerning the 
records are asked on page 9 of the 
point-rating form. Do they justify 
the diagnosis and treatment by a 
sufficiently complete history and 
physical examination, also by ade- 
quate laboratory and other diag- 
nostic tests? The standards for 
medical records are set up by lead- 
ers of the profession and are wide- 
ly publicized. Their value to the 
Patient, to the physician, to the 
hospital and to the community is 
well understood. They should show 
Clearly the data that support the 
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diagnosis and indicate the treat- 
ment. The results of the therapy, 
whether favorable or not, also are 
required, as well as a definite state- 
ment of the patient’s condition 
when discharged. The presence or 
absence of these items in the rec- 
ords gives a very clear picture of 
the attitude of the staff toward 
scientific medicine and its obliga- 
tions to the patient and to the 
hospital. 

Another guide is found in the 
question: Are consultations re- 
quired in all serious cases, and are 
they always recorded? Hospitals 
that are interested in progress are 
taking this requirement very seri- 
ously. They are making a definite 
effort to develop the point of view 
that frequent consultations are not 
only beneficial to many patients 
but also create good will and col- 
laboration among staff members. 
It is the common feeling that about 
20 per cent of patients would be 
benefited by consultations, and a 





Point-rating system 


The American College of 
Surgeons 


bases its hospital 
standardization scoring report 
upon a_ point-rating system. 
Points are allotted for eight es- 
sential divisions and eight com- 
plementary and service divi- 
sions. The percentage of ap- 
proval is based upon total 
points divided by the number 
of departments maintained. 
Points are allotted as follows: 


. Physical plant 
. Administration 35 
. Medical staff organization 200 
Medical record department 
. Clinical laboratory 
X-ray department 
. Nursing service 
. Dietary department 
Total, essential 
divisions 640 
. Medical department 
. Surgical department 
. Obstetrical department 
. Anesthesia department 
. Physical medicine 
department ° 
- a. Physical therapy 20 
b. Occupational 
therapy 10 
c. Rehabilitation 5 
. Pharmacy 
. Outpatient department 
. Medical social service 
department 
Total, complementary 
and service 
divisions 


GRAND TOTAL 


surprising number of hospitals are 
attaining this number. 

Some very stimulating competi- 
tion between different services for 
the highest percentage has been 
observed in progressive institu- 
tions. Only written and signed con- 
sultations count, and it is required 
that, unless there is valid reason 
for the omission, they be recorded 
before the operation or other pro- 
cedure concerned. 

Another vital question (on page 
10) asks: What methods are used 
to prevent unnecessary and incom- 
petent surgery, and are they effec- 
tive? The American College of 
Surgeons was established with the 
frankly-expressed purpose of op- 
posing certain developments which, 
it was feared, would degrade the 
profession to a mere _ business. 
Prominent among those detrimen- 
tal trends were unnecessary sur- 
gery, operations by incompetent 
persons and clandestine financial 
arrangements of all sorts. A mili- 
tant attitude toward such practices 
has been constantly maintained by 
the college since 1913. Every mem- 
ber of the medical staff of an ap- 
proved hospital is urged to sign an 
agreement to abide by the “Prin- 
ciples of Financial Relations in the 
Professional Care of the Patient” 
contained in the “Manual of Hos- 
pital Standardization’” published 
by the college. 

It is necessary for the hospital 
as an organization to take firm 
steps to obtain obedience to this 
pledge. It is also necessary for the 
head of the surgical department, 
the surgical committee and other 
responsible persons to protect the 
patient from the possibility of un- 
necessary operations or surgery by 
incompetent persons. 

A definite plan for assigning sur- 
gical privileges usually is adopted 
by vote of the staff. It gives precise 
requirements for those seeking 
major, minor or intermediate priv- 
ileges in surgery. These privileges 
should be officially assigned by the 
surgical committee of the staff af- 
ter sufficient observation of the 
candidate’s work has enabled its 
members to determine his training, 
ability and ethical conduct. These 
should be the determining factors 
in deciding what privileges should 
be granted to any individual. 

The surgical committee has the 
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obligation of observing the surgery 
that is done and of following the 
convalescence of the patients to 
see that the outcome is what it 
should be. It must consider all 
the circumstances and make any 
change in surgical privileges that 
may be suggested by an assay of 
the surgical results. 

Progressive hospitals now are 
paying careful attention to infec- 
tions-that may occur after clean 
surgical operations, and this is an- 
other index of the staff attitude. If 
persons in the hospital are offend- 
ed when the subject is mentioned 
and protest, ‘Why, we have never 
had an infection here,” it does not 
create as favorable an impression 
as if they said, “Yes, we had 10 
cases last year; the records are all 
here and show that each one was 
carefully studied to determine the 
source of the infection.” 

Since we all know that infec- 
tions do occur in the best hospitals, 
and in spite of all known precau- 
tions, the visitor is most favorably 
impressed when he finds a definite 
organization to detect and study all 
infections as they arise. The usual 
arrangement is to have a special 
form of a distinctive color for re- 
porting each case of delayed heal- 
ing, stitch abscess, moist wound or 
frank infection. 

The infections committee, usu- 
ally composed of the chief surgeon, 


chief of obstetrics, surgical super- 


visor and the pathologist, receives 


the reports and goes to work to 
determine the organism and its 
probable source. What they tell me 


‘is that most of the organisms are 


found to come from the respiratory 
tract of some one who worked on 
the patient. 

When visiting the obstetrical de- 
partment the visitor for the college 
looks into the adequacy of the rec- 
ords, also the statistics on caesar- 
ian sections, maternal and infant 
deaths, the frequency of consulta- 
tions, and the completeness with 
which obstetrical cases are re- 
viewed in general staff or depart- 
mental meetings. All these are 
valuable indexes of the ability and 
interest of the staff. 


REASON FOR SKEPTICISM 


Hospital records sometimes show 
no indication for operative inter- 
ference in labor. All measurements 
are normal, everything appears to 
be going smoothly and then—the 
operation. Some hospitals with a 
high percentage of caesarians ex- 
plain it by insisting that because 
of the superlative ability of their 
staff members, all physicians in the 
area send in their more difficult 
cases. 

So many mediocre hospitals 
make this claim that the visitor 
may be excused if he experiences 
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ONE FOR THE RECORD 
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An iron-clad priority system 


ALL CLOTH BEING RATIONED here in India, I recently wrote 
to the district magistrate, who is chairman of the District 
Textile Control Board as well as many other boards, re- 
questing a permit for the purchase of 125 pairs of sheets. 

Unfortunately, wires got crossed in the magistrate’s office, 
and six days later I received the following reply: 

“Sir: With reference to your letter of 24-8-49 requesting 
to grant permit for the purchase of 125 pairs of sheets, I 
have to inform you that if iron sheets are required for the 
hospital no permit is necessary. They may please be pur- 
chased for open market.”—R. W. SHORTER, manager and 
treasurer, Surat Mission Hospital of Seventh-Day Adven- 


tists, Surat, India. 


Any good anecdote is one for the record. Share yours by sending it to 
“One for the Record,” editorial department of HospiTats, 18 E. Division St., 


Chicago 10. 





just a twinge of skepticism. Prob- 
ably the actual percentage of cae- 
sarians is not so important if there 
is assurance that every case is ful- 
ly discussed in general staff meet- 
ing, with the attending physician 
and the consultant present to state 
their side of the case. This has been 
found to be a very successful meth- 
od of controlling unnecessary cae- 
sarian operations. 

Every hospital should have a 
definite policy, officially adopted 
by the staff, concerning steriliza- 


tions, both of men and women. | 


This used to be largely a religious 
matter but now it is becoming a 
legal one. A number of states have 
laws: which affirm that no person 
has a right to deprive another of 
the ability to procreate, even if 
the patient and the spouse have 
signed agreements for the opera- 
tion. Regarding the male opera- 
tion, many law suits have arisen 
out of dissatisfaction with the re- 
sults, so most hospitals are refusing 
to permit such surgery. 

If we look back into history some 
forty-odd years, we will find that 
the need for some system of hos- 
pital appraisal and standardization 
was acutely realized by the leaders 
of all the important organizations 
in the medical and hospital field. 
The task was eventually placed in 
the lap of the American College of 
Surgeons because it had the funds 
and the personnel to undertake 
such a program. Its intelligent ap- 
proach to the problems is shown 
by the superior service now pro- 
vided in the average hospital and 
also by the enthusiastic efforts of 
all hands to improve conditions. 
Recently the work of the college 
in hospitals received cordial en- 
dorsement by the American Med- 
ical Association and the American 
Hospital Association. This endorse- 
ment gives assurance that this 
meritorious activity will be con- 
tinued and increased in its scope. 

No matter what the size or type 
of the hospital may be and what- 
ever its ownership or the quality 
of its buildings or equipment, it is 
the ability and the attitude of its 
medical staff which set the stand- 
ard of the service to the patient. 
That is the quality which the vis- 
itor for the college seeks to ap- 
praise and to use as the basis for 
the decision on approval. 
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The evolution stages of 


an admitting procedure 


A smoothly operating system in this 
hospital hinged upon some carefully 
chosen words and a little memorizing 


HOWARD S. PFIRMAN 


HERE HAVE BEEN three impor- 

tant stages in the evolution of 
the admitting office procedure at 
the 150-bed Middlesex Hospital. 

In the first stage, 10 years ago, 
the patient to be admitted stood at 
a counter right next to an open 
reception room while a young clerk 
asked the usual hospital questions. 
From there the patient was sent 
across the hall to a finance man- 
ager who made initial financial 
arrangements. 

The next step was to admit pa- 
tients in an office where privacy 
was assured and to employ nurses 
as admitting officers. It was felt 
that nurses, with their uniforms 
and backgrounds of handling pa- 
tients, would lend a professional 
atmosphere to the admission pro- 
cedure. The nurse admitting officer 
also asked the routine questions 
and sent patients across the hall to 
the finance manager. 

After studying this procedure, 
it was decided that, since the ad- 
mitting officer establishes the ini- 
tial “rapport” between the hospital 
and the patient, it would be de- 
sirable to have the admitting of- 
ficer also go into the financial 
problems and to have the financial 
Manager make policy decisions 
pertaining to credit*and to check 
up on hospital accounts. 

It was not long before we found 
that there were two results: 

1. Patients had a much better 


attitude toward the hospital; but 


2. Our accounts receivable 
Started to increase. 


_ 


on Pfirman is administrator of the Mid- 
ese. Hospital, Middletown, Conn. 
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Every effort was made to have 
admitting officers do a better job 
of making collections at admission 
time. Finally, however, after trying 
several nurse admitting officers, we 
found that nurses’ are apparently 
unprepared to go into finances. 

At about the same time, the 
nursing shortage became acute be- 
cause of the eight-hour day and 
the onset of World War II. Con- 
sequently, we moved into the third 
stage by employing nonprofessional 
female personnel (dressed _ in 
white uniforms) as admitting 
officers. These employees had 
worked as hospital secretaries and 
clerks and understood procedure. 

These girls were instructed in 
the meaning of the word “rapport” 
and advised of the necessity for 
completing financial arrangements 
at admission. It was left to them to 
choose the words they were to use 
during admission. 

Definite credit policies were es- 
tablished so that the credit man- 
ager, who was moved to an office 
adjacent to the admitting office, 
would be called in on any arrange- 
ments different from routine policy. 

These changes brought about a 
reduction of our accounts receiv- 
able, but we began to receive 
occasional complaints from patients 


‘who said they had been “insulted” 


at admission because of the way 
admitting officers had asked for 
money. This resulted in the proce- 
dure now being used. 

The underlying premise in the 
new procedure was that the admit- 
ting officer was not to be original. 
She was to memorize specific words 


and phrases to be used (with some 
flexibility) both in securing an- 
swers to questions and in making 
financial arrangements. This sys- 
tem was put into effect on July 
19, 1948. For discussion and in op- 
eration, it falls into two parts: 

1. Instructions for filling out 
routine questions. 

2. Procedure for closing patient 
admission. (This is the part of the 
procedure that has so materially 
improved patient-hospital rela- 
tions.) 


PROCEDURE FOR ADMITTING 


Prior to admission: As soon as 
the admitting office has definite in- 
formation that a patient will be 
admitted, this information is given 
to the credit officer so that the 
patient’s past record may be 
checked with available files. The 
credit department then informs the 
admitting office of any unusual 
circumstances regarding this ad- 
mission and what procedure is 
necessary as to financial arrange- 
ments. Maternity registrations are 
given to the credit office for this 
same purpose upon receipt from 
the doctor. 

When a patient comes for admis- 
sion: The patient is greeted with 
“Good morning,” “Good afternoon” 
or “Good evening,” and is asked, 
“Mrs. Doe, did anyone accompany 
you from whom I may secure 
necessary information?” 

If the answer is yes, the person 
accompanying her is asked to be 
seated and to remain in the office 
until the admitting officer returns 
to secure the information. The ad- 
mitting officer then takes the 
patient and her bag to her floor, 
where the head nurse is introduced 
to the patient as follows: “Mrs. 
Doe, Miss Jones, your head nurse.” 
Then, with a smile, the admitting 
officer says, “Mrs. Doe, we hope 
you will have a comfortable stay 
in the hospital.” 

If the patient does not have a 
representative accompanying her, 
the admitting officer says, ‘““Won’t 
you sit down, Mrs. Doe, while we 
secure the necessary information?” 

The admitting officer then fills 
out Form SF 1 in detail (see illus- 
tration). Every blank space is to 
be filled out except those where 
the information is to be supplied 
at a later time, such as date of dis- 
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MIDDLESEX HOSPITAL 
MIDDLETOWN, CONN. 


Hour 

Name 

Address 

Occupation 

Employer's Address 

Nearest Relative 

Address 

Age 

Date of Birth 

Maiden Name 

Nationality 

Location 

Referring Physician 

Diagnosis 

Child’s Contagious Contact 

Member of Transfusion Club 

Comp. Liab. 

Responsible Party 

Address 

Is Patient a Veteran or Veteran's Dependent? 

If above answer is “Yes,” did patient request assistance? 

Veteran's Organization Notified 

Rate Hosp. Insurance 

Assignment Mailed 

Readmission 

Hospital Bills Rendered Weekly 
Patient’s Room (] 
Responsible Party 

Remarks: 


Previous Case Nos. 





THE FIRST PHASE 
of the admitting 
procedure involves 
completion of form 
SF 1. Admitting offi- 
cers receive detailed 
instructions regard- 
ing the proper meth- 
od for filling out 
each one of the 56 
blanks. 








charge. Specific instructions given 
to admitting officers follow: 

Names: Last name (check for 
correct spelling); Mr., Miss, or Mrs. 
If Mr. or Miss, follow by first name 
and initial. If Mrs., follow by first 
name of patient, husband’s first 
name in brackets and husband’s 
middle initial. 

If the patient has no telephone, 
the name and telephone number 
of the nearest neighbor is secured, 
and if the patient has no neighbor 
with a telephone, a dash is placed 
in the space following telephone. 

Address: In cases where the 
patient is living at a temporary 
address, the permanent home ad- 
dress is secured as well. Addresses 
are written in this order: Number 
of street, name of street, city, zone 
number and state. 

Employed by: Complete name of 
company; “Address” in above form. 

Nearest relative: Last name, first 
name, initial. Same procedure as 
under ‘‘Name’” above; “Address” in 
in same form as above. 

To indicate “SMWD” (single, 
married, widowed, divorced) the 
proper letter is underlined. 

Birthplace: City and state (and 
country if not in the United 
States). 
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Religion: The specific church 
with which the patient is affiliated 
is to be noted: For example, not 
Protestant, but Episcopal. If Catho- 
lic, give also the name of the local 
church. 

Location: Room number. 

Classification: Semiprivate, pri- 
vate, private-ward, ward. 

Service: Division of hospital to 
which assigned: For example, 
medical or surgical. 

Referring physician: Last name, 
first name and initial of doctor 
sending the patient to the hospital. 

Service of Doctor: Last name, 
first name and middle initial of 
physician to whom the patient is 
assigned or to whose service the 
patient is assigned. 

Diagnosis: As indicated. 

Medical legal: Yes or no. 

Indicate compensation, liability 
or lien placed by marking an “X” 
in the correct .space. 

Is the patient a veteran or a 
veteran’s dependant? Answer yes 
or no. If the answer is yes and the 
patient has requested assistance, 
blanks should be filled in accord- 
ingly, giving names of veterans’ 
organization notified and date. If 
the answer is no, the patient is to 
sign another form, which is to be 


_ your 


attached to the credit officer’s ad- 
mission form. This extra form noti- 
fies the patient of his veterans’ 
rights and in this case abrogates 
them. 

Rate: Indicate room rate per day. 

Hospital insurance: Complete 
identifying insurance information, 
is to be secured, and necessary 
notification is to be forwarded to 
the insurance company of the 
patient’s admission. If a person 
does not bring insurance papers, 
he is to be requested to provide 
them to the admitting officer with- 
in 24 hours. It is then the respon- 
sibility of the credit manager to 
follow through on the insurance of 
the patient. 

When the hospital insurance 
papers have been presented and 
examined, the admitting officer 
says, to all insured patients except 
those covered by Blue Cross, ‘We 
shall notify your insurance com- 
pany that you have been admitted 
to this hospital. If your insurance 
company notifies the hospital, in 
writing, the extent of your insur- 
ance coverage before discharge, we 
shall be glad to allow your in- 
surance as credit to your account. 
However, if the notification is not 
received before discharge, the hos- 
pital will look to you for payment. 
The reason for this is that the in- 
surance company has no agree- 
ment with the hospital to pay your 
claim.” 


CLOSING PATIENT ADMISSION 


The procedure for closing private 
patient admission is as follows: 

1. When the necessary admitting 
information has been secured, the 
admitting officer makes the follow- 
ing statement: ‘Mrs. Doe, hospital 
bills are rendered weekly. Do you 
wish to have the bill sent to your 
room (or the patient’s room), or 
do you prefer to have it sent to 
home (or the _ patient’s 
home) ?” 

2. If the patient asks the amount 
of the bill, the admitting officer 
says, ‘The hospital bill, Mrs. Doe, 
will be $ per week for room 
and board. In addition, there will 
be charges for laboratory, special 
drugs, and possibly other items— 
depending upon your physician’s 
orders. 

3. The admitting officer then 
takes the patient to her floor and 
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introduces her to the head nurse in 
the prescribed manner. 

The procedure for closing semi- 
private and ward admissions is 
slightly different. 

1. Same as No. 1 above. 

2. “The hospital bill (or your 
hospital bill), Mrs. Doe, will be 
$ per week for room and 
board. In addition, there will be 
charges for laboratory, special 
drugs, and possibly other items— 
depending upon your physician’s 
orders. Are you prepared to com- 
plete these arrangements today, 
Mrs. Doe, or shall we expect to 
see you in a day or two?” 

3. If Mrs. Doe replies, in effect, 

. in a day or two,” the reply 
is to be, “Shall we say Thursday, 
January 5, Mrs. Doe? Will that be 
convenient?” 

4. Then the admitting officer 
asks the patient (or his represent- 
ative) to sign the guarantee on the 
reverse side of the admission form 
by saying, “Will you sign here, 
Mrs. Doe?” (The voice tone is to 
be dropped on the word “here,” 
and the admitting officer is to pause 


“ 


as she hands the patient the inked. 


pen.) 

5. If a long-stay patient wishes 
to make partial payment, the ad- 
mitting officer says, “Perhaps Mr. 
Brown, the credit manager, will 
be able to help you. The credit 
manager is then introduced to the 
patient. 

6. For short-term cases of four 
days and less, the admitting officer 
may accept the estimate in advance 
or admit the patient with the 
understanding that the account is 
payable at discharge. 

7. For hospital stays of greater 
than four days, the policy is to 
complete arrangements for the 
estimated room and board (weekly 
in advance) at admission. 

8. After admitting arrangements 
have been completed, the admit- 
ting officer then takes the patient’s 
bag and the patient to her floor, 
where the head nurse is introduced. 

After a year’s experience with 
the new procedure, there have been 
only three complaints, and these 
were misunderstandings which 
were practically unavoidable. Many 
patients have complimented us on 
our “excellent admitting officers,” 
and we feel that the public’s re- 
action in this regard has improved. 
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STULL UU MUU 


To calm 


their fears 


EFORE AN EXPECTANT mother 
B enters a hospital to have her 
baby, especially if it is her first, a 
certain amount of nervousness and 
uncertainty is usually the rule. 

To answer some of her questions 
and to help place her at ease, the 
Worcester Hahnemann Hospital, 
Worcester, Mass., has made up a 
16-page purse-size mimeographed 
booklet, which it sends routinely 
to all scheduled maternity patients. 

The booklet is light, airy and 
sprinkled with simple humorous 
drawings. Its cost was negligible 
and, according to Superintendent 
Erma M. Kuhn, it has been re- 
ceived with much enthusiasm. 

“Dear Lady,” the booklet begins. 
“You are about to embark on a 
voyage, rather, you will be taken 
for a ride—possibly the most 
eventful in your career.” The text 
goes on to discuss briefly the pro- 
gressive advances in obstetrics. 

“Just remember your doctor’s 
instructions,” it cautions. And, 
“Tuck your Blue Cross card in 
your bag too when you pack.” 

Information is provided on what 
the patient will need: ‘“Night- 
gowns, if you abhor hospital 
johnnies, toilet articles, dressing 
gown and slippers are all of the 
equipment you will need at the 
time of admission . . . The baby’s 
layette will not be needed until the 
day before you are discharged 
from the hospital. As for your per- 
sonal appearance, note that rouge, 
lipstick and nail polish should be 
removed. The doctor depends a 
great deal on your natural color 
during labor. Bring them with you, 
however, because you will want 
them later.” 

Visitors? “The. visiting hours are 
from 2 to 4 and 7 to 8 p.m. Ex- 
ceptions are made for anxious 
fathers on the day of delivery. 
These latter ‘accessories to the fact’ 
may worry out a long vigil in a 
pleasant solarium amply provided 
with ash trays, reading material 
and reclining facilities.’’ Visitors 


Illustrations from the booklet, courtesy 
of Al Banx. 


to the maternity floor are limited to 
the husband and the mother of the 
patient. Another person may be 
designated to take the place of 
either of the foregoing, but the 
same two visitors should be the 
only visitors. This may sound hard- 
hearted but we must make every 
effort to protect you and your baby 
from every possible source of in- 
fection.” 

The room reservation system is 
explained, and the book goes on 
to say, “You may be mildly 
tempted to inquire about the cost 
of your hospital stay. To put it 
candidly, hospitalization is not ex- 
actly cheap these days. This is an 
age of inflation as you are re- 
minded, and human life is a dear 
commodity. You should be re- 
minded, however, that the pur- 
chase cost of a baby is negligible 
compared to its upkeep. Yes, you 
will soon be paying dearly in 
sweat, diapers and tears. It’s the 
price of motherhood, but the in- 
effable joy and happiness more 
than compensate for all the trials 
and sacrifices. An itemized ap- 
praisal of the hospital fee will be 
found on the final pages of this 
booklet. ‘In cauda venenum!’ 

“Our most earnest desire is to 
make your visit to us as enjoyable 
as possible so please don’t hesitate 
to make your wants known that we 
may serve you well. Happy motor- 
ing! STOP at the sign of the FLY- 
ING WHITE STORK!” 
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A 


Federal ruling affects stipends 


paid to officer interns 


AST OCTOBER 6, the Comptroller 
General of the United States 
rendered a decision to the effect 
that the receipt of any stipend by 
an officer intern from a. private 
civilian hospital is unlawful. Such 
payment, he ruled, should be con- 
sidered as received for the account 
and benefit of the government and 
should be collected by the govern- 
ment from the officer intern after 
he receives the payment. 

This decision supports’ the 
Army’s position that interns in 
hospitals of a state, county or 
municipality are exempt from such 
a situation. The law upon which 
this ruling is based is a criminal 
statute, and the payment of the 
stipend was not made by an officer 
of the government from govern- 
ment funds. There is doubt, there- 
fore, as to whether the disbursing 
officer is authorized to withhold the 
officer’s pay, in order to recover 
the amount of stipend already 
paid, without the consent of the 
officer concerned. 

Until the Secretary of the Navy 
has secured further consideration 
of this point, the Bureau of Medi- 
cine and Surgery believes that the 
private civilian hospital and the 
officer intern should agree that no 
Stipend be paid until this matter 
can be clarified. Since there is no 
prohibition against payment of 
such a stipend by a state, county or 
municipal hospital, this bureau de- 
Sires that such hospitals and the 
officer interns training in them con- 
sider the fact that they may be in 
a more favored position than the 
officer interns in private hospitals. 
They should, the Navy suggests, 
Cone to the same agreement as has 
becn suggested in connection with 
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interns in private civilian hospitals. 

The decision of the Comptroller 
General held that when a civilian 
hospital, be it private, state, county 
or municipal, furnishes quarters to 
an officer intern without charge, 
these quarters are furnished in 
connection with and incident to the 
active naval service of the officer 
concerned and must be considered 
as furnished on behalf of the gov- 
ernment. 

This decision will require clari- 
fication, as it is felt that such a 
statement is not applicable to the 
officer interns with dependents un- 
less the quarters furnished by the 
hospital are adequate to house both 
the officer and his dependents. In 
such a situation the officer with 
dependents would appear to be 
entitled to draw his rental allow- 
ance. Navy disbursing officers 
already have been directed to dis- 
continue the payment of rental 
allowance to officers without de- 
pendents when such officers are 
being furnished quarters in kind 
by civilian hospitals. 

The Comptroller General’s rul- 
ing in reference to the payment of 
subsistence to officer interns is 
similar to that just related in con- 
nection with quarters and rental 
allowance. Even though an officer 
with dependents might have to 
forego the receipt of his subsistence 
allowance when the hospital fur- 
nishes him meals without charge, 
the question still exists as to 
whether he would be entitled to 
subsistence allowance for his de- 
pendents. It is understood that, 
pending additional clarification, 
Navy disbursing officers have been 
directed to discontinue payment of 
any subsistence allowance to of- 


ficer interns when they are being 
furnished meals without charge. 

It is further believed that when- 
ever a hospital requires an officer 
intern to pay for his room and 
meals, such intern is entitled to 
receive his rental and subsistence 
allowance from the Navy. 

Officer interns who entered ac- 
tive duty after October 1, 1949, are 
not eligible to receive the addi- 
tional special pay of $100 per 
month. This ruling results from 
the passage of the Career Compen- 
sation Act of 1949, which contains 
a provision that no commissioned 
officer, while serving as a medical 
or dental intern, shall be entitled 
to receive the special pay of $100 
per month provided for physicians 
and dentists. 

With respect to rental allow- 
ances and subsistence already re- 
ceived by officer interns who are 
under contractual arrangement 
with civilian hospitals, further 
clarification by the Attorney Gen- 
eral of the United States has been 
requested in order to determine if 
the Comptroller General’s decision 
will be applied retroactively. 


The supply of cortisone 


In April 1949, beneficial effects 
in patients with rheumatoid arth- 
ritis were attributed to treatment 
with cortisone, also known as com- 
pound E. According to Hygeia for 
September 1949, cortisone is a hor- 
mone which was first extracted 
from the suprarenal glands of cat- 
tle by Dr. Edward Kendall of the 
Mayo Clinic in 1935. 

Production of a sufficient amount 
for experimental work with Navy 
fliers at high altitudes was accom- 
plished in 1948. By that time the 
interest of the Navy had waned, 
and the extract was made available 
to Dr. Philip S. Hench of the Mayo 
Clinic for trial in patients suffer- 
ing from rheumatoid arthritis. 
Doctor Hench reasoned that the 
remissions in the disease which 
sometimes occur during pregnancy 
and jaundice might be due to an 
increased production of some anti- 
rheumatic substance in these two 
conditions and that it might come 
from the adrenal glands. Bile, it 
seems, contains many of the chem- 
icals found in the suprarenal secre- 
tion. The trial proved successful 
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in a necessarily limited number of 
patients with rheumatoid arthritis. 
Daily injections seem to be re- 
quired for maintaining the im- 
provement in symptoms. 

A further approach to the re- 
search in rheumatic disease is the 
extraction of a similar hormone, 
called ACTH, from the anterior 
pituitary glands of animals. This 
has an effect similar to cortisone. 

No toxic or untoward effects 
have been noted after prolonged 
usage of these hormones. It is be- 
lieved that a new approach to the 
treatment of rheumatoid arthritis 
has been developed and that these 
hormones, like insulin in the treat- 
ment of diabetes, may keep pa- 
tients comfortable and restore them 
from invalidism. 

The production of ACTH is also 
limited, as it is derived from the 
tiny pituitary glands of hogs. Cor- 
tisone is at present extracted from 
the bile of oxen. Only one pound 
of this ingredient can be obtained 
from 130 pounds of bile. 

Recently a new source of supply 
of cortisone has been announced— 
the African strophanthus plant 
seed. Many problems remain for 
solution. For example, the species 
containing basic material must be 
identified, conditions of growth 
studied and other factors explored. 
Adequate supplies of cortisone 
from any source are not expected 
to be available in the near future. 


Allergy and the common cold 


A review in the Journal of the 
American Medical Association for 
Sept. 10, 1949, indicates that al- 
though some yet unidentified virus 
is generally believed to be cause 
of the common cold, the role of 
contributory factors such as expo- 
sure to cold or fatigue still is ob- 
scure. After a recent study of more 
than 3,000 persons N. Fox and G. 
Livingston, writing in the Archives 
of Otolaryngology for June 1949, 
express the opinion that allergy is 
an important factor in the suscepti- 
bility to colds. Allergic conditions 
are frequently initiated or exag- 
gerated by a fall of temperature 
and increased humidity. 

A common cold is an allergic re- 
sponse in susceptible persons to 
contact with a specific protein, 
which is the cold virus or its prod- 
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ucts. The diminished capacity to 
maintain effective circulation and 
to tolerate a sudden fall of temper- 
ature, exhibited by the cold-sus- 
ceptible patient, is often observed 
in allergic patients. The response 
of the allergic person to these en- 
vironmental factors results in an 
outpouring of histamine into vari- 
ous shock centers, particularly into 
the respiratory tract. This hista- 
mine ‘is in sufficient. quantity to 
weaken the local defense mechan- 
ism, preparing these tissues for ac- 
ceptance of the virus of the com- 
mon cold or of secondary invaders. 
Eighty per cent of the cold-suscep- 
tible persons studied had various 
allergies or came from allergic 
families. 

Usually a cold in a person highly 
susceptible to colds lasts only four 
or five days. Antihistaminic drugs, 
when taken before the local de- 
fense mechanisms are _ seriously 
weakened, may abort a cold, but 
they are ineffective when a sec- 
ondary infection in the sinuses 
develops from the invasion of other 
organisms. 

Authoritative medical opinion 
supports the view that no substance 
or combination of substances now 
available can be relied on to pre- 
vent or cure the common cold. Re- 
viewing the various remedies com- 
mercially and otherwise available, 
the Journal of the American Med- 
ical Association advises that rest in 
bed, especially if fever is present, 
diminishes the severity of the com- 
mon cold, limits its spread to others 
and reduces the frequency of com- 
plications. 

A number of simple agents and 
measures exist which can be em- 
ployed for temporary relief and 
from which little harm will result. 
Alcohol in reasonable doses may 
be prescribed in the treatment of a 
cold. It causes small blood vessels 
to dilate and re-establish circula- 
tion in chilled surfaces such as the 
skin and membranes lining the 
nose and throat. Steam inhalations 
are useful to supply moisture to 
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the upper air passages during the 
earlier stages of a cold. Cathartics, 
laxatives, fluids beyond the dic- 
tates of thirst, special diets, vita- 
mins, oral vaccines and gargles are 
considered ineffective. Nose drops 
and aspirin properly used relieve 
symptoms but do not cure and 
should not be overused. 


A new fever therapy agent 


In the Illinois Medical Journal 
for September 1949, Drs. Werner 
Lonsen and Eric Liebert report the 
treatment of an-unselected group 
of 48 neurosyphilitic patients with 
a new form of pyrogen developed 
by the chemical laboratory of 
Northwestern University. Favor- 
able therapeutic results with this 
drug in the treatment of patients 
with artificial fever are reported 
in comparison with older methods 
utilizing cabinet heat, typhoid vac- 
cine and malaria inoculation. 

Manufactured under the name of 
pyromen, this new drug has the 
ability to produce fever artificially. 
It is a substance free of protein and 
of micro-organisms. In the treat- 
ment of neurosyphilis the results 
obtained compare favorably with 
those when therapeutic malaria or 
typhoid vaccine were used. It ap- 
pears to have the advantage over 
malaria of being less dangerous 
and less exhausting to the patient. 
No difficulties were encountered in 
its administration to patients over 
60 years of age. 

The treatment regime is as fol- 
lows: An initial injection of pyro- 
men is given intravenously, fol- 
lowed 20 minutes later by a second 
dose. Within 45 minutes after the 
second injection, the patient has 
a severe chill which lasts 20 to 30 
minutes and the temperature rises 
rapidly. The rise is uniform and 
the fever stands an average of 
three to four hours, but sometimes 
six to seven hours of fever above 
103 degrees F. can be obtained. 

Injections in increasing amounts 
are given three times a week, de- 
pending upon the number of fever 
treatments considered desirable for 
the condition under treatment. This 
form of therapy is recommended 
for general use of fever treatment 
because no undue hazards are in- 
curred. The patient’s response 
equals that of any other therapy. 
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Both get consistently better results... 


by following the Radiographic Rule of Three 


J Use KODAK FILM— 
BLUE BRAND 








Whatever the size° of the x-ray facilities, 
radiologists know that the consistent use of 
Kodak products assures the prerequisite of 
eficient diagnosis—precisely recorded radio- 
graphic images. The reason is simple enough: 
Kodak film, screens, and chemicals are inher- 
ently uniform . .. moreover, they are made 
to work together in every situation, thus, to 
yield better results at all times. 


OTHER KODAK PRODUCTS FOR RADIOGRAPHY 


No-Screen Medical X-ray Film . . . Photoflure Films 
for Photoradiography . . . Dental X-ray Films. . . Ex- 
posure Holders . . . Safelight Lamps and Filters. . . 


Identification Printer. . . Processing Hangers. . . Elec- 
tric Chemical Mixers . . . Thermometers . . . Film 
Corner Cutter . . . Illuminators. 
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Expose with 


KODAK SCREENS— 


CONTACT 


(three types) 


Process in 


KODAK 
CHEMICALS 


(liquid or powder) 


Eastman Kodak Company, Medical Division, Rochester 4, N. Y, 






























Central control is favored for 


maintenance and cleaning 


OSPITAL OPINION preponder- 
H antly favors central control 
of maintenance and housekeeping 
but fails to agree on which hos- 
pital executives should be respon- 
sible for this control. A survey 
covering 174 hospitals ranging up 
to 200 beds in capacity reveals that 
administrators of 141 of those hos- 
pitals believe that maintenance 
and cleaning should be supervised 
by one person. 

Twenty-nine of the reporting 
hospitals favor the centering of 
this control in a supervisor of 
service and maintenance. Thirty- 
two favor centering this supervi- 
sion in the chief engineer, and the 
largest group, numbering 44 hos- 
pitals, favors placing these serv- 
ices under the executive house- 
keeper. 

This survey indicates that the 
services of a supervisor of service 
and maintenance are gaining rapid 
recognition in the hospital field. 
Certainly the importance of these 
maintenance responsibilities are 
not being overlooked, since reports 
from 36 of the hospitals expressed 
a belief that the administrator per- 
sonally should supervise the work. 

Despite the belief that supervi- 
sion should be centralized in one 
individual, however, the actual 
situation does not begin to ap- 
proach the ideal. In 97 of the re- 
porting hospitals, this control is 
not centralized, while in only 70 
reporting hospitals was there uni- 
fied supervision. Seven did not 
answer the question. 

As a matter of fact, the figures 
are not as truly indicative of a 
trend toward unified control as 
would appear on the surface, since 
this situation was reported largely 
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by the hospitals of less than 100 
beds. 

Of the 69 hospitals of 100 to 199 
beds participating in this survey, 
only 14 reported unified control 
while 50 reported decentralization 
of control. Yet, when expressing 
their beliefs as to the ideal situa- 
tion, the hospitals in this group 
said, in a ratio of four to one, that 
they believe maintenance and 
housekeeping should be directed 
by one individual. 

The chief engineer is the favor- 
ite for this control, being indicated 
on 19 of the questionnaires. Six- 
teen of the answers suggested that 
the executive housekeeper should 
be in control, while only nine rec- 
ommended a separate superintend- 
ent of service and maintenance. 
The other 13 answering believe 
that control should be in the hands 
of an administrative officer other 
than those specifically named. 


TITLE OF EXECUTIVE 


Sixty hospitals of the entire 
group surveyed reported the title 
of the individual in control of 
housekeeping and maintenance. Of 
this number, the positions equiva- 
lent to that of administrator were 
reported by 36 hospitals as direct- 
ing this work. All but four of these 
contain fewer than 100 beds. 

Other executives reported to be 
in charge include the following: 
Housekeeper, nine; maintenance 
superintendent, seven; administra- 
tive assistant, five; superintendent 
of nurses, one, and business man- 
ager, two. 

Another question in the survey 
asked about the hospital execu- 
tives in charge of various types of 
activities. 





The reports show that wall 
washing, upholstering, window 
washing, linen distribution and 
floor maintenance generally are 
controlled by the housekeeper. 

Painting operations, watch serv- 
ices and elevator operation are 
predominantly under the control 
of the chief engineer. Furniture 
repair is spread fairly equally 
among the chief engineer, the 
housekeeper and the maintenance 
superintendent, with the chief en- 
gineer being somewhat more often 
named than the other two. 

Responsibility for gardening falls 
about evenly upon the chief engi- 
neer and the maintenance super- 
intendent. Strangely enough, re- 
sponsibility for ambulance driving 
is about equally shared by the 
chief engineer, maintenance de- 
partment and_ housekeeper. 

Seventy-three of the hospitals 
indicated that linen distribution is 
under the control of the house- 
keeper, while another 10 assign 
this responsibility to the laundry 
or the laundry manager. Only 
slight variations marked differ- 
ences in practices between the 
hospitals of fewer than 100 beds 
and those of 100 to 199 beds. 

The responsibility of persons 
other than the three named as su- 
pervising these operations is with- 
out any particular emphasis. The 
one exception is in the case of the 
hospital administrator, who was 
listed in 17 questionnaires as su- 
pervising wall washing, in 22 as 
supervising painting, in 20 as su- 
pervising upholstering, and in 20 
as supervising furniture repairs. 

In comparatively few instances 
is the housekeeper, the chief engi- 
neer or the maintenance superin- 
tendent responsible to anyone 
other than the administrator of 
the hospital. However, 11 house- 
keepers and 10 chief engineers 
report to maintenance superin- 
tendents. Conversely, in four ques- 
tionnaires it was shown that the 
maintenance superintendent re- 
ports to either the housekeeper or 
the chief engineer. 

One hospital reported that it em- 
ploys a superintendent of house- 
keeping, to whom the chief engi- 
neer is responsible. In five instanc- 
es the housekeeper and engineer 
report to the assistant administra- 
tor of the hospital, and in one 
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To the world outside the hospital the birth an 
care of an infant may be mostly heart throbs. cme SAFE CAPS FOR 
Within the hospital it is hard work and mn ©=$URSING BOTTLES 


meticulous attention to details. KENWOOD 
‘ BABY BEADS J 


The work will be easier, the details will give fewer 
headaches if supplies and equipment are 
adequate and dependable. 


It is distinctly not our business to advocate any 
particular techniques. But it is our business to keep 
abreast of developments and be ready to provide 
you with the best equipment and supplies to 
meet your special demands — Delivery Tables, 
Nursing Bottles, Nipples — inexpensive 
Bassinet Stands or complete “rooming-in’”’ Bassinets 
— Breast Binders or Baby Beads — INFANTS’ GOWNS 
whatever you need to make it easier to report, _— 
“Mother and Child doing nicely.” Ne 
This is a job we have enjoyed doing bia 
for more than 35 years. 


WILL ROSS, INC === 


Menufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 


MILWAUKEE 10, WISCONSIN 
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instance the assistant superintend- 
ent and the director of nurses 
share this responsibility. 

In hospitals of fewer than 200 
beds it also appears that the ad- 
ministrator mainly assumes direct 
control of laundry operations. 
Fifty-eight of the hospitals report- 
ed that the administrator trans- 
mits authority directly to the laun- 
dry manager, while 21 indicated 
that the housekeeper supervises 
laundry operation. In 11 hospitals, 
the maintenance superintendent is 
responsible for laundry, while in 
four the chief engineer is respon- 
sible for this work. 

In four reporting hospitals, the 
head nurse is responsible for laun- 
dry operation, while in one other 
hospital it is shared with an as- 
sistant administrator. 


CONTROL BY ADMINISTRATOR 


In a number of the smaller hos- 
pitals, organization is such that 
even cleaning help report directly 
to the administrator. For four var- 
ious classifications of housekeeping 
help listed in the survey, the hos- 
pitals for which this is true varied 
between 15 and 20. 

Of the remainder, however, 
scrubwomen almost universally re- 
port to the housekeeper, this being 
the case in 63 of the reporting hos- 
pitals. In one hospital the scrub- 
women are under the direction of 
the chief engineer, and in seven 
hospitals they are directed by the 
maintenance superintendent. 

Forty-seven hospitals reported 
that the housemen are responsible 
to the housekeeper, while eight 
reported that housemen are re- 
sponsible to the maintenance su- 
perintendent. In four other hospi- 
tals they are responsible to the 
chief engineer. 

Janitors in 49 of the reporting 
hospitals take their directions from 
the housekeeper. In 15 hospitals 
their orders come from the main- 
tenance superintendent, and in 10 
others they come from the chief 
engineer. Approximately the same 
ratio applies to porters, although 
in only six hospitals are the porters 
responsible to the chief engineers. 

Carpenters, plasterers and han- 
dymen are supervised by the ad- 
ministrators in smaller hospitals in 
about the same proportion as the 
housekeeping help. In five hospi- 
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tals of the 100 to 199-bed classifica- 
tion, these mechanics are likewise 
responsible to the~ administrator. 
Forty-three reports showed the 
carpenter to be under the direction 
of the chief engineer. Another 29 
showed him to be responsible to 
the maintenance superintendent, 
and nine to the executive house- 
keeper. 

Plasterers in 31 hospitals report 
to the chief engineer. In 20 hospi- 
tals they report to the mainte- 
nance superintendent, and in six 
to the executive housekeeper. 

Handymen follow about the 
same general pattern as the other 
two building trade classifications. 

These questionnaires indicate 
that about 60 per cent of the hos- 
pitals with fewer than 200 beds 
are conducting safety campaigns 
to some extent and have delegated 
to some responsible person within 
the hospital the duties of a safety 
supervisor. Reports from 102 of 
the 174 reporting hospitals show 
these duties specifically delegated. 

In more than one-third of these 
hospitals, the administrator as- 
sumes safety responsibilities him- 
self, and in 38 hospitals he has 
delegated them to the ehief engi- 
neer. 

Ten hospitals have assigned safe- 
ty duties to the maintenance 
superintendent, and seven have 
assigned them to assistant admin- 
istrators or individuals connected 
with the business office. In three 
hospitals, the housekeeper is re- 
sponsible for this work, while in 
another the head orderly takes 
responsibility. One hospital reports 
that a different department head 
has charge of the safety program 
each month, while another dele- 
gates the responsibility equally 
among the chief engineer, the 
housekeeper and the director of 
nurses’ training. 

The questionnaire reveals a 
substantial degree of protection 
through fire safety organization. 
The duties of a fire warden have 
been assigned specifically in 40 per 
cent of the reporting hospitals with 
fewer than 100 beds and in not quite 
two-thirds of the reporting hos- 
pitals in the 100 to 199-bed classi- 
fication. This responsibility for fire 
safety varies widely in its intens- 
ity, from 24 hospitals where the 
administrator or his assistant acts 


as fire warden to one hospital in 
which the engineer merely checks 
fire equipment routinely. 

In 39 hospitals the chief engi- 
neer has the responsibility for 
these duties, while in two others 
the maintenance superintendent 
acts as fire warden. 

In four hospitals, nursing per- 
sonnel is responsible for fire safe- 
ty; in two, the housekeeper under- 
takes this work, and in one other 
the responsibility lies with the 
head orderly. 

As with safety supervision, one 
of the reporting hospitals rotates 
the duties of fire warden monthly 
among various department heads. 
Another gives the title of chief 
warden to a part time executive. A 
fire inspector is employed by a 
third hospital, while in another the 
night watchman is responsible. 

Six hospitals of fewer than 100 
beds indicated definite arrange- 
ments of one kind or another with 
city fire officials. In one instance, 
the city fire chief is the mainte- 
nance man of the hospital, while 
in a second the city fire warden 
also acts for the hospital. In hos- 
pitals of 100 to 199 beds, 24 of the 
42 hospitals that reported a fire 
prevention program have delegat- 
ed the responsibility for this work 
to the chief engineer. 


PATTERN FOR DIRECTION 


This survey of 174 hospitals cov- 
ers a total of 15,436 beds and rep- 
resents the pattern for the direction 
of 2,771 maintenance and house- 
keeping employees. The average 
number of employees for each 100 
beds in the survey is 17.9. 

The traditional assignment of 
duty provides effective control 
only as long as the chief engineer 
and housekeeper maintain a high 
degree of coordination. 

When this cooperation is lack- 
ing, a smoother routine might be 
found by making one person re- 
sponsible for the assignment of 
duties that must dovetail—with 
that person reporting directly to 
the administrator. Whether that 
supervisor of maintenance activ- 
ities is to be an administrative as- 
sistant, a supervisor of service, the 
chief engineer or the executive 
housekeeper will depend on indi- 
vidual capabilities and demon- 
strated capacity for production 
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be footsteps to hear. As long as meals are served, 
glasses will clink and dishes clatter. But these 
irritating sounds can and should be checked 
to benefit hospital patients and staff members. 

Modern sound conditioning brings direct 
and immediate benefits to any busy hospital. 
Thousands of unavoidable, routine sounds are 
effectively muffled before they can create a 
steady, annoying din that disturbs patients 
and tires the staff. 





FOR A FREE ANALYSIS of your particular noise 
problem, write now for the name of your local dis- 
tributor of Acousti-Celotex products. He’s an expert in 
modern sound conditioning techniques with the finest 
acoustical products ever developed. We will also send 
you a copy of an informative booklet entitled “The 
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The Albany Hospital 
in Albany, New York, achieved 
beauty and comfort for patients and 
staff by sound conditioning this corridor 
with Acousti-Celotex Ceiling Tile. 


Acousti-Celotex Ceiling Tile maintains quiet 
and comfort in busy hallways, wards, roomsand 
kitchens. Speeds patient recovery, too! Doc- 
tors, nurses and service personnel work more 
efficiently with less daily strain and fatigue. 
This durable, lightweight acoustical tile has 
already brought quiet comfort and beauty to 
thousands of efficient hospitals. No special 
maintenance is required and you can paint or 
wash Acousti-Celotex tile repeatedly without 
impairing its sound absorbing efficiency! 


TRADEMARKS REGISTERED U. S. PAT. OFF, 


Sound Conditioning Products 


Quiet Hospital.” The Celotex Corporation, Chicago 3, os 
Ill. InCanada, Sound Equipment, Ltd., Montreal, Quebec. POVETS FOR EVERY SOUNE CONDITIONS Paster 


THE CELOTEX CORPORATION @ CHICAGO 3, ILLINOIS 
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Safety measures 

DOES THE TIME-WORN Saying that 
“shoemakers children go poorly 
shod” apply to the engine rooms 
and maintenance shops? 

If, as is the case in many hospi- 
tals, the chief engineer is to take 
over responsibility for safety in the 
hospital, is he starting in his own 
preserves? 

The program of the American 
Hospital Association’s Safety Com- 
mittee, in connection with the Na- 
tional Safety Council, is getting 
off to a nice start and the commit- 
tee now is developing new ideas 
for safety materials that will be 
included in the monthly distribu- 
tion from the National Safety 
Council to subscriber hospitals. 

The Association has had two in- 
stitutes for hospital engineers, and 
a quick review of both programs 
indicates that safety did not come 
up for major discussion. 

That shortcoming will be recti- 
fied_in the next institute, to be held 
in St. Louis. In the meantime, hos- 
pital engineers should be taking 
stock of their own operations. 

This subject is brought to mind 
by an article in the National Engi- 
neer for November 1949. This ar- 
ticle, written by Kenneth R. Hodg- 
es, editor of the magazine, is titled, 
“Boiler Room Safety.” 

In this article, Mr. Hodges points 
out three basic requirements for 
safety in the boiler room. First, 
he says, equipment must be cor- 
rectly installed, adequately main- 
tained, regularly inspected and 
correctly operated. 

Second, the plant personnel must 
know and observe standard rules 
of operation. é 

Finally, each employee must be 
familiar with the action required 
in case of emergency so that he 
may act quickly in such instances. 

This is a good program, but the 
chief engineer might add one addi- 
tional item to that list: Good 
housekeeping is the basic require- 
ment of all safety. 

The shop that has greasy floors, 
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pipe lying wherever it happens to 
drop, and unruly corners with 
helter-skelter heaps of discarded 
materials may well be earmarked 
as a regular contributor to acci- 
dents. 

Most engineers probably have 
felt hounded to distraction by repe- 
tition of the old saw, “A place for 
everything—and everything in its 
place.” That saying still provides 
the perfect answer to good house- 
keeping in the interests of safety. 

Racks and drawers for tools, 
proper storage bins and drawers 
for supplies, adequate and clear 
places to work, good lighting and 
clean, grease-free floors and walk- 
ways might be the first aim in the 
program of every engineer or 
maintenance chief who undertakes 
a safety drive. Then, of course, 
there is the installation and regu- 
lar use of safety guards in the 
woodworking shop. A man of my 
acquaintance is going around to- 
day with his arm in a plastic cast— 
a most beautiful contrivance—hop- 
ing that when it comes off he will 
have the use of all his fingers. Al- 
though he maintained adequate 
safeguards in his plant, he tried to 
use a power saw in his home work- 
shop without the proper guard. 

One material which is not par- 
ticularly new has just been brought 
to our attention. It is a brush-on 
carborundum anti-slip surface. It 
comes in two or three colors that 
are suitable for the application to 
any type of stair tread or walkway 
surface, including marble. For boil- 
er room locations it is available in 
a brilliant yellow. 

The material is said to be ex- 
tremely wear-resistant because of 
its carborundum content and is also 








The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 





quoted as having good adhesive 
qualities. Applied to slick surfaces 
and in front of pipe benches it 
may serve to prevent nasty falls 


Fire extinguisher decals 


Decals are now being developed 
to mark fire extinguisher locations 
Foam and soda-acid extinguishers 
look so much alike they are apt to 
become switched when they are 
replaced in their locations after 
recharging. Further, they are hard 
to distinguish from one another in 
an emergency. 

These new decals come in two 
sizes and three different classifica- 
tions. There is a small size for 
application directly to the fire ex- 
tinguisher and a larger size, meas- 
uring approximately 8x9 inches, 
for application to the wall above 
the extinguisher. 

For extinguishers intended for 
wood, paper and rubbish fires— 
usually soda-acid—the decals have 
diagonal stripes of black and or- 
ange. For electrical and oil fires 
the markings consist of horizontal 
stripes of red and white, intended 
for use with such extinguishers as 
carbon dioxide and carbon tetra- 
chloride. A third type, for which 
the marking system has not yet 
been announced, will be available 
for foam type extinguishers appli- 
cable to oil and chemical fires but 
not to electrical fires. 

Strange as it may seem, the 
identification of fire extinguishers 
and fire extinguisher locations has 
not been codified on a nationally 
accepted basis. A committee of the 
National Fire Protection Associa- 
tion is working now on such an 
identification system and the man- 
ufacturers of the decals intend to 
follow the system adopted. 


Fire retarding shades 
The interest in fire retarding 
materials for institutions has been 
carried into the window shade 
business. There is now available a 
window shade cloth that, in addi- 
tion to being washable, has definite 
flame retardant qualities. It is 
flame retardant in the sense that, 
although it will burn when heat is 
applied, it does not of itself sup- 
port combustion.—R.H. 
Further information about standards and 
products mentioned may be had by ad- 


dressing inquiries to HospIrALs, Editoria! 
—_—* 18 E. Division Street, Chicago 
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ly Where QUIET is essential, there’s no typewriter to compare with 
i the New Remington Noiseless DeLuxe Gray. Using the pressure 
an printing principle employed on fine printing presses, typebars are 
n- swiftly, silently p-r-e-s-s-e-d against the paper. Result: faster, more 
to productive typing with a minimum of sound and typescript extra- 
ordinary in its evenness of tone. 
les In addition, scientific tests prove that QUIET increases typists’ 
ing efficiency and boosts morale. A typist expends 20% more energy... 
en produces 5% less under noisy conditions. Conversely, a 15% reduc- 
ide tion in noise brings a 5% increase in typing efficiency. No small 
bug wonder that executives, who need typing perfection and want 
oo QUIET, specify Remington Noiseless Typewriters. 
is Call your nearest Remington Rand representative for informa- 
at, tion on the New Remington Noiseless DeLuxe Gray Typewriter 
| is or write direct to Dept. NT 4, 315 Fourth Ave., New York 10. 
Ip- Copyright 1950 by Remington Rand Inc. 
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Standards help in the selection 


of sheets and pillowcases 


WILLIAM D. APPEL 


HE “AMERICAN STANDARD for 

Bleached Cotton Bed Sheets 
and Pillowcases,” published in 
November 1948 by the American 
Standards Association and ‘spon- 
sored by the American Hospital 
Association, represents the results 
of many years’ effort directed to- 
ward determining suitable meth- 
ods for specifying good quality 
sheets in purchase orders. The 
standard is simple, significant and 
workable. It fills the need for a 
firm basis of understanding be- 
tween buyers and sellers of sheets. 

It is true that a purchasing agent 
without technical knowledge of 
textiles may find the standard 
somewhat involved and that a 


_Mr. Appel is chief of the Textiles Sec- 
tion of the National Bureau of Standards, 
Washington, D. C. From a paper presented 
at the American Hospital Association con- 
vention, Cleveland, September 1949. 


highly critical technologist may 
consider it inadequate in certain 
respects. Nevertheless, the U. S. 
government purchases sheets and 
pillowcases under just such speci- 
fications with complete satisfac- 
tion. Hospitals can do so too. 

The standard recognizes five 
types of sheeting produced by the 
mills of the United States for bed 
sheets and pillowcases. Each type 
is designated by the sum of the 
number of yarns which’ appear in 
one square inch of the sheeting 
and by the kind of yarn used in it, 
whether made from combed or 
merely carded cotton. 

The thread count, or average 
total number of yarns per inch in 
both directions of sheeting, is eas- 
ily obtained with the aid of a ruler. 
A magnifying glass is helpful but 
is not necessary. A thread counter 








facilitates the counting. Looking 
through the magnifier placed on 
the sheeting, one can see the yarns 
clearly and count them as the 
pointer is moved along from one 
gauge mark to another (Figures 
1 and 2). 


A glance at the magnified pic- 
ture of a piece of Type 128 carded 
yarn sheeting will aid in under- 
standing the classification (Figure 
3). Sheeting is a plain weave fab- 
ric. Each yarn passes successively 
over and under the yarns it cross- 
es. Sheeting of maximum service- 
ability has approximately the same 
number of yarns in each direction. 
The warp yarns, which run length- 
wise of the fabric, are parallel to 
the horizontal direction of the pho- 
tomicrograph. They average 72 per 
inch in this Type 128 fabric. The 
filling, or crosswise yarns, average 
61 per inch. To be a Type 128 
sheeting, the sum of the warp and 
filling yarns per inch may not be 
less than 128. The count for this 
sample is 133. 


The yarns of the Type 128 sheet- 
ing in Figure 3 were made from 
cotton that was carded to clean it 
and to remove tangled fibers and 
very short fibers. All yarns are 
made from carded cotton. Comb- 
ing is an operation applied to some 
cotton to improve further the 
quality of the yarns. Slight varia- 
tions in size and uniformity are 
normal for good carded yarns. 


It is not necessary to have a 























\FIGURE |. The thread counter shown here is used to determine the FIGURE 2. Through the magnifying glass on the thread counter, a 


[number of threads each way in one square inch of the sheeting. 


82 





small section of Type 128 sheeting looks like this to the operator. 
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Which suture will break first 


1. Hand- Polished Surgical oi 
Gut Suture Meeting U. S. P. = 
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3 MICROGAUGE SCANS ENTIRE LENGTH OF SUTURE 
2. Ethicon Tru-Gauged Sur- 


gical Gut Suture 0.020 
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ner by microgauge, shows ES SS2 == 
gauge-uniformity resulting 0.018 
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eliminating “low spots” . 


cause weakness, 





a superior gauge- 

accomplished by our sone "ru-Gauging 
process. 

For all that is best in a suture. :.to serve your 
surgical skill . , . specify Ethicon. 


ANOTHER ETHICON EXCLUSIVE...To guard against un- 
even absorption in tissue, Ethicon’s Tru-Chromi- 
cizing process gives uniform chrome deposition 
from center to periphery. 


ETHICON SUTURE LABORATORIES, INC, 





Suture Laboratories at New Brunswick, N. J.; Chicago, Ill.; Sao Paulo, 
Brazil; Sydney, Australia. In Scotland: Mersons( Sutures) Ltd.,Edinburgh. 
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STANDARDS FOR SHEETS AND SHEETING 


Type 180 
Type 200 Combed or Type 140 Type 128 
Combed Carded Carded Carded 


Yarn Yarn Yarn Yarn 

Combined thread count 

warp and filling (per inch 

square), minimum 200 180 140 128 
Warp breaking strength 

(pounds), minimum 60 60 
Filling breaking strength 

(pounds), minimum 
Maximum added sizing | per cent 
Weight (ounces per square 

yard), minimum 3.6 3.6 4.6 4.0 


All tests for the above requirements are to be made in accordance with the test 
methods of the American Society for Testing Materials. Note that Type 180 in reality 
covers two types, one combed and one carded. The other requirements are identical. 


70 55 


60 60 70 55 
2 percent 4percent 6 percent 





photomicrograph to examine the 
yarns in sheeting. By holding the 
cloth up to the light of a window 
and looking through it, the irregu- 
larities in the yarn can be seen to 
advantage. 

Type 200 sheeting (lower right 
in Figure 3) is a combed yarn fab- 
ric and is made from much finer 
and more uniform yarns that are 
woven much closer together. The 
example shown has 103 warp yarns 
and 100 filling yarns per inch, for 
a thread count of 203. 

As indicated above, the yarns in 
sheeting are not perfectly uniform. 
There are always some irregular- 
ities in them and in the fabrics 
woven from them. The industry 
recognizes a reduction in the value 
of sheeting, however, when there 
are large knots in the yarns, brok- 
en yarns, misweaves and other im- 
perfections which may lead to ear- 
ly failures. Also recognized are 
some minor faults that affect ap- 
pearance but not serviceability. 
Each manufacturer has his own 
standards for allowable imperfec- 
tions in his first and second quality 
sheeting. Careful visual inspection 
is necessary to detect these imper- 
fections. 

Figure 4 shows what is called a 
“shell off” in Type 128 sheeting. 
It results from yarn coming off the 
filling bobbin in a bunch instead 
of as a single strand, with a result- 
ing tangle of yarn and distortion 
of the weave. 

Figure 5 is a “hitch back’ in 
Type 140 sheeting, a fault caused 
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by slack in a warp yarn in the 
harness of the loom. Figure 6 is a 
“hitch back” in Type 200 sheeting. 
These imperfections are merely il- 
lustrative of what may occur. 

For each type of sheeting the 
standard prescribes: (1) Mini- 
mum requirements for breaking 
strength, (2) minimum weight, (3) 
maximum allowable added sizing. 

Special equipment available only 
in testing laboratories is required 
for evaluation of strength. The 
values for strength represent the 
number of pounds required to 
break the fabric when held be- 
tween one-inch wide jaws under 
specified conditions. 

Sheeting decreases in strength 


Nes 


during laundering and consequeni- 
ly, for durability, it must be much 
stronger to start with than would 
otherwise be necessary. Type 140, 
having the most strength and 
weight, is the most durable. Type 
200 has a higher purchase price 
than the other types because it is 
made from finer, more expensive 
yarns, and takes longer to weave. 
But, because it is lighter, it may 
cost less per unit time of service 
if laundering is paid for on a 
weight basis. 

Starch, wax or other sizing ma- 
terials are added to sheeting to 
improve its appearance. They are 
a proper addition if the amount 
does not exceed the figures in the 
standard. As they are removed by 
laundering, their value is only 
temporary. Sheeting with exces- 
sive sizing is liable to be open 
mesh and sleazy after laundering 
and therefore unserviceable. 

The standard contains no limit 
on shrinkage of the sheeting. With 
laundering, sheeting normally de- 
creases in length as much as 10 
per cent. It increases several per 
cent in width, especially if fed 
through the ironer’ widthwise. 
These changes are not important 
to the user of sheets because the 
standard dimensions are chosen to 
permit this shrinkage. Preshrunk 
sheets can be obtained, but the 
added cost hardly seems _ justifi- 
able. 

The standard does call for 
bleached fabric, though the degree 
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FIGURE 3. Pictured in the upper left is a magnified section of a piece of Type 128 sheet- 
ing. In the lower right is a section of Type 200 sheeting (both enlarged 5!/2 times). 
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The Result of THREE YEARS of Research, 
Testing, and Development... 


THE ALOE PRECISION INFANT INCUBATOR 


Hospital administrators, physicians, nurses, head nurses, division 
supervisors, and technical personnel of leading maternity hospitals 
directly participated in the development of the Aloe Precision Incu- 
bator. It is therefore a hospital-inspired product, designed from the 
hospital viewpoint; efficient, attractive, economical, and trouble-free. 
Its entire finish, form, dimensions and specifications have been dictated 
solely by its intended function. The result, hospital-tested by rigid 


standards, is a new incubator, superior in all categories. 


SIX IMPORTANT FEATURES 


Out of the many less striking but nevertheless desirable features 
of this new incubator, six may be selected as of paramount concern 
to personnel of the modern nursery: (1) Extra large size to extend 
incubator facilities to full-term infants who may need such care. (2) 


Not merely exact temperature control in a given spot, but, what is 


a. s. aloe company 
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more important, even distribution of controlled heat throughout the 
chamber. (3) Humidity in the higher percentages, when desired, with 
precision control. (4) Simple and easily managed controls and opera- 
tion. (5) Easy to clean both inside and out — this feature is regarded 
as tremendously important by time-conscious nursery personnel. (6) 
Safety; Underwriters’ Laboratories approval for use in the vicinity 


of inflammable gases; fire- and explosion-proof electrical parts. 


The Aloe Precision Infant Incubator is priced for your budget, and, 
of course, backed by our comprehensive guarantee. Despite the pro- 
tracted and costly program of development and research involved 
in the production of the Aloe Precision, its cost has been kept relatively 
low. Its quality of materials and performance are unsurpassed by in- 
cubators in any price range. For illustrated brochure with complete 
specifications, prices and special plan for testing the Aloe Precision 


Incubator in your nursery, without obligation, write today. 


General Offices: 1831 Olive St., St. Louis 3, 








of whiteness is not specified. 
Bleaching decreases the life of 
cotton cloth, but presumably it is 
necessary for hospital sheeting be- 
cause people expect sheets to be 
white. Unbleached sheeting will 
become white or nearly white in 
a few suitable launderings. An 
administrator seeking a way to cut 
sheeting costs might look into the 
possibility of using unbleached 
sheeting and of laundering it with- 
out the aid of strong bleaching 
agents. The Maritime Commission 
used unbleached sheets during the 
war. Why not popularize a mellow 
ivory-white sheet of increased 
durability, tinting the cotton if nec- 
essary, and relegate the bleached 
blue-white sheet to the era of all- 
white rooms and furnishings in 
hospitals? 

Although the standard will serve 
the needs of hospital purchasing 
agents quite well, it is still not per- 
fect. The most important defect is 
the fact that it is too much con- 
cerned with manufacturing details. 

Specifications on carding, comb- 
ing, yarn sizes, thread counts, 
weight, bleaching and sizing are 
not as important to the purchasing 
agent as are looks, feel and cost 
per unit of time of service. Ap- 
pearance and feel can be judged 
by the purchaser; performance 
cannot be. Thus, performance is 
what should be covered by the 
purchase specification. 

If we had laboratory tests that 
would enable us to predict the 
serviceability of sheets in normal 
hospital use, we could write a 
good specification for them. We do 
not, so we fall back upon a specifi- 
cation of manufacturing details. 

The Textiles Section of the Na- 
tional Bureau of Standards inves- 
tigates the basic properties of 
fibers, yarns and fabrics, using the 
most advanced scientific methods, 
in an attempt to understand their 
potentialities and limitations. The 
work has led to valuable new per- 
formance tests. Some day we may 
know how to simulate in the lab- 
oratory all of the things that can 
happen to sheets in a hospital, in 
the right proportions. Such know- 
ledge would enable manufacturers 
to produce the best possible sheet 
for the use intended and would 
enable purchasing agents to write 
the ideal specification. 
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FIGURE 4. Shown here is a "shell off" in Type 128 sheeting (enlarged 3 times), a defect 
where yarn has come off the filling bobbin in a bunch instead of as a single strand. 
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FIGURE 5. This fangle of yarn is a "hitch back" in Type 140 sheeting (enlarged 3 times). 
Defects such as this one are caused by slack in a warp yarn in the harness of the loom. 





FIGURE 6. Pictured above is a "hitch back" in Type 200 sheeting (enlarged 3 times). 


Detection of such flaws requires careful visual inspection of every sheet in an order. 
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Current price trends 








HE 12 MONTHS JUST ENDED 

. probably will go down in the 
books as the year of the great lev- 
eling off. Wholesale commodity 
prices did not go down a great deal 
in 1949 but they did go down some, 
reversing their steady postwar up- 
ward spiral. During the first 11 
months of 1949, wholesale com- 
modity prices dropped an average 
of about 6 per cent. 

By late November it took about 
$1.51 to buy what could have been 
bought for a dollar in 1926. When 
1949 began, that same 1926 dollar’s 
worth cost $1.61. 

Farm products showed the great- 
est drop since last January, with 
wholesale market prices down 
about 10.7 per cent on the average. 
Textiles are down for the year, but 
their drop seemed halted by late 
November. Foods were down 5 per 
cent for the year but took a slight 
rise in November. Fuel and light- 
ing materials also showed a de- 
crease for the year but were stable 
at about 130.5 per cent of their 
1926 levels through last November. 
Other small drops for the year 
were recorded for building mate- 
rials and metal products. 

Of all the wholesale commodities 
recorded by the Bureau of Labor 
Statistics, drugs and pharmaceu- 
tical materials were among the 
closest to their 1926 levels in Octo- 
ber—only about 23 per cent higher 
than “normal.” Fuel and lighting 
materials were a little higher 
above “normal” but Were still com- 
paratively low. Bituminous coal is 
largely responsible for the present 
fuel and lighting materials prices. 
Electricity and gas still are below 
their 1926 levels. 

Building materials are still high 
—189 per cent of 1926 levels—but 
they have dropped noticeably from 
a year ago. Lumber is the main 


mma, 





The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe- 
cialist, ° 


cause of high building materials 
costs. 

If hospital dietitians were look- 
ing for values last month they 
probably were serving a lot of 
pork. Hog prices throughout No- 
vember registered one drop after 
another on wholesale markets, and 
by November 22 their wholesale 
price of $15.88 per 100 pounds rep- 
resented a 30 per cent decrease in 
10 weeks—a new postcontrol low. 

Coffee showed possible signs of 
slowing its runaway trend when 
it slipped back a notch the last 
week in November. Earlier in the 


month wholesale raw coffee hit 52 
cents a pound. Its November 22 
slip was to 50 cents, which still 
was some 60 per cent above early 
October prices. In Washington, a 
committee opened an investigation 
of the coffee situation. 

Cottonseed oil dropped; so did 
egg prices. Grains fluctuated but 
their trend was upward. The De- 
partment of Agriculture announced 
that the 1950 price support pro- 
gram for potatoes will be at the 
lowest level allowable under law— 
60 per cent of parity. The new par- 
ity formula should make the aver- 
age support price in 1950 about 96 
cents a bushel, compared with 
$1.08 in 1949. 

Tin prices took a downward 
course to a low of 85 cents a pound 
on November 22. Steel production 
was returning to normal after re- 
cent labor disputes. 








Nov. Oct. 
30 25 
COMMODITY 1948 1949 
All commodities 165.1. 152.5 
Farm products .... k 179.4 58.5 
AW foods: ....:..<:...<. : 177.0 161.7 
Textile products 147.0 137.6 
Fuel and lighting 
materials ...... ene 137.6 136.8 130.6 
Metal and metal 
PTOUUICUS: 5 occscesensevcce 173.7. 173.8 169.0 
Building materials ...... 203.1 203.2 188.8 


Source: Bureau of Labor Statistics. 





TABLE 1—RELATIVE STABILITY 


Weekly Index Numbers of Wholesale Prices—1926=100 


Nov. Noy. Nov. Nov. 11-23-48 1-4-49 
1 8 15 22 to to 
1949 1949 1949 1949 11-22-49 11-22-49 
151.4 151.5 151.4 151.5 —7.7 — 6.1 
156.3 156.7 156.5 156.8 —13.3 —10.7 
158.7 159.3 159.6 159.55 — 87 — 5.1 
136.6 136.7 136.8 137.4 —66 — 5.3 
130.6 130.3 130.3 1305 —5.2 — 4.8 
138.8 169.3 169.4 169.2 —26 — 3.4 
188.4 189.3 189.5 189.4 —6.7 — 4.7 


This weekly wholesale price index is designed as a weekly counterpart of the monthly 
wholesale price index. It is based on a sample of about one-eighth of the commodities in the 
comprehensive sample and therefore should be regarded as an indicator of price trends 
rather than as a final compilation. The monthly index should be used for fuller coverage. 


% of Change 





















Oct. Oct. 
COMMODITY 1939 1941 
All commodities -......... Sees ... 19.4 92.4 
Farm products ...... ae Git 90.0 
PRM cre i ks patonnsnccdsceesxieysewiosanse iso 88.9 
TORING: POCKETS, .........-...-.-------05 75.5 90.9 
MOOT POT OOM oon nobaceccaencncoceoesusveee 74.3 105.2 
Fuel and lighting materials........73.9 79.6 
Anthracite coal .................- eer 85.3 
Bituminous coal ..... Se ae 98.2 108.1 
OA: | 3 a ee oer 75.4 66.2 
oa UR re ee oe 84.4 78.9 
Building materials .................... 92.8 107.3 
» Brick and tile..............- ~ 915 96.6 
CLES LAS SSS Rinne enor 91.3 92.7 
Oo | eS ee Bee Serene 99.6 129.5 
Paint and paint materials.......... 85.7 96.0 
Plumbing and heating materials 79.3 87.8 
Structural steel’ ..........<2.-..-...:--.-- 107.5 1073 
Other building materials............ 91.9 101.5 
Drugs and pharmaceutical 
MGEriGNs: ...............-- Renee 79.7 114.3 
ho IG ld | | ee earner 1Z2 89.7 
Semi-manufactured articles ...... 83.1 89.9 
Manufactured products ............ 82.3 93.9 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—A HEALTHIER DOLLAR 


Monthly Index Numbers of Wholesale Prices—1926=—100 


~ 


Oct. Oct. Oct. Oct. Sept. Oct. 
1943 1945 1947 1948 1949 1949 
103.0 105.9 158.5 165.4 153.7 152.2 
122.2 I2%3 89.7 835.5 63.1 359:6 
105.) 105.7 777 178.2 1620 159.6 
97.6 101.0 143.4 148.3 139.0 138.1 
112.9 125.0 204.7 195.0 174.8 176.5 
81.00 84.2 116.1 137.3 130.0 130.6 
89.9 102.2 123.1 136.4 138.6 139.1 
116.4 124.8 172.6 195.1 190.5 191.2 
57.8 66.7 64.9 66.5 % % 
77.2 79.8 868 90.9 89.3 sd 
12.7. 118.3 185.8 203.7 189.4 189.2 
99.0 115.2 146.4 160.1 161.8 161.8 
93.6 99.9 120.1 133.6 133.0 134.5 
47.1 155.2 290.2 315.4 279.7 281.9 
02.8 107.6 160.7 160.1 143.9 141.1 
90.2 95.0 136.1 157.3 154.6 154.6 
07.3 107.3 143.0 178.8 178.8 178.8 
02.2 104.6 152.5 174.8 168.9 168.1 
106.2 1103 1375 1527 1250 12323 
111.9 116.6 175.2 177.0 162.0 160.3 
92.9 968 152.6 160.0 147.8 145.3 
00.0 101.9 151.2 160.3 150.1 149.1 
.971 $ .944 $ .631 $ .605 $ .651 $ .656 


Purchasing power of dollar...... $1.259 $1.082 $ 
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Hospital Purchasing File 


HE TWENTY-SEVENTH edition of 
the Hospital Purchasing File 
has been published by Purchasing 
Files, Inc., Chicago, and is no doubt 
in the libraries of many hospitals. 
In a field as barren of practical 
aids in conducting day-to-day pro- 
cedures as is hospital purchasing, 
this publication is particularly 
welcome. While many directories 
of suppliers and manufacturers are 
published, generally they are in- 
tended for use by purchasers of 
other than hospital equipment and 
supplies and are of limited use in 
a hospital. Purchasing agents wish- 
ing to maintain a competitive sys- 
tem of purchasing will appreciate 
the information made available to 
them in this file, as will adminis- 
trators and department heads 
searching for details concerning 
the latest in equipment. 

After an alphabetical list of 
companies and a classified list of 
hospital products and services, the 
book carries 16 sections of manu- 
facturers’ catalogs, which were 
planned to facilitate quick location 
of product information. These di- 
visions follow closely the lines of 
departmentalization in hospitals, 
and product catalogs are grouped 
according to use. 

This arrangement helps hospital 
department heads by grouping in 
one place information on most of 
the products that are likely to in- 
terest them. 

Headings for these sections are: 
Administrative; dietary; house- 
keeping (three sections); laundry; 
building construction, mainte- 
nance, repair materials and me- 
chanical equipment; plant operat- 
ing equipment; professional (seven 
sections), and professional serv- 
ices. 

In all, the file contains the cata- 
logs of 300 manufacturers, dealers 
and professional service organiza- 
tions in 800 pages of product and 
service information. 

The final section of the Hospital 
Purchasing File is devoted largely 
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to general information of interest 
to hospital buyers, including equip- 
ment checklists, suggested equip- 
ment for 50, 100 and 200-bed gen- 
eral hospitals and purchasing 
standards for sheeting and pillow- 
cases. 

Properly used, the Hospital Pur- 
chasing File can be a big help to 
the hospital purchasing agent. 


Simplification 


A good example of what can be 
done through simplification and 
standardization is reported by 
Charles O. Auslander, director of 
the Joint Purchasing Corporation 
of the Federation of Jewish Phi- 
lanthropies of New York. 

As a starter, the federation chose 
several specific items such as terry 
bath towels, huck face towels, pa- 
per towels and surgeons gowns. 

A survey showed that 77 per 
cent of the federation’s hospitals 
were using 22 x 44-inch terry bath 
towels and the other 23 per cent 


were using the 20 x 40-inch size, 
After simplification, all the hospi- 
tals are using 20 x 40-inch terry 
bath towels. 

Before simplification, 44 per cent 
of the federation’s hospitals were 
using 18 x 30-inch huck face towels, 
while 56 per cent used the 17 x 32- 
inch size. After simplification, all 
hospitals are using the 17 x 32-inch 
size. 

The committee conducting the 
simplification program made a 
couple of changes in surgeons’ op- 
erating gowns as well. The tab in 
front of the gown, beneath the 
collar, was eliminated because it 
served no purpose. The length of 
new gowns was reduced from 54 
inches to 50 inches. Since the 
gowns are preshrunk, the added 
length was unnecessary. 

The group is working on other 
items, according to Mr. Auslander. 
As each simplified standard is ap- 
proved it is printed and placed in 
binders prepared especially for the 
federation’s affiliated institutions. 

Breaking away from old stand- 
bys and past practices is sometimes 
difficult. But Mr. Auslander em- 
phasizes that it can be done, pro- 
vided it is approached with an un- 
biased willingness on the part of 
all concerned.—L.P.G. 
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Emergency? No, he missed his scheduled appointment 
and knows that it will be a long cold wait! 
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A study of the financial position 


of hospitals in New York 


A PATTERN FOR HospiTaL Care. Eli 
Ginzberg. New York: Columbia 
University Press. 1949. $4.50. 

“ PATTERN FOR HOSPITAL CARE” 

is a thoughtful review of 
the present financial position of 
hospitals in New York State, ana- 
lyzed on the background of their 
historical development, traditions 
and present practices. 

Specific recommendations are 
made for changes in the method 
of distribution of hospital care, in 
the extent of benefits and coverage 
of hospital insurance plans, in the 
degree of responsibility assumed 
by governmental agencies and in 
the organizational structure of the 
hospital system. 

Some generally accepted princi- 
ples of hospital functions are ques- 
tioned. Some new concepts are 
proposed. More than usual empha- 
sis is placed upon the therapeutic 
effects of pleasant work experience 
for the convalescent patient, and 
strong recommendations are made 
for wide adoption of organized re- 
habilitation programs for patients 
having long-term illnesses. 

All proposals for change in the 
present pattern of hospital care in- 
volve utilization of existing facil- 
ities and extention of past prac- 
tices and hospital organizations as 
an alternative to redefinition of 
government’s authority in the as- 
sumption of larger responsibilities 
in the health field. In some aspects, 
the report implies that voluntary 
effort is doomed to a restricted 
sphere of influence in the distribu- 
tion of institutional health serv- 
Ices. It reflects a curious combina- 
tion of encouragement and threat 
to the voluntary hospital system. 


Of major interest to hospital ad- 
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ministrators nationally is the pro- 
posal that a single state authority 
be established to exercise broad 
supervision over all hospitals. The 
suggested functions of this agency 
are: To prepare and to promote 
adoption of a master plan of hos- 
pitals; to develop a hospital rate 
structure; to maintain basic rec- 
ords of hospital statistics; to estab- 
lish appropriate administrative su- 
pervision over those aspects of 
hospital operation which involve 
the community at large; to inspect 
all hospitals; to plan and to coor- 
dinate developmental work which 
hospitals should be encouraged and 
assisted to undertake. 

Convincing evidence is present- 
ed to prove that the current finan- 
cial position of hospitals is not in 
jeopardy. Fewer hospitals had op- 
erating deficits in 1948 than in 
1947. Reported deficits were small- 
er and surpluses were larger in 
1948 than in 1947. 


The author points out, however, 
that final judgment of the long- 
range financial condition of hos- 
pitals must include consideration 
of depreciation of present hospital 
plants and the financing of new 
and necessary hospital programs. 
The data in the report would ap- 
pear to indicate that not enough 
emphasis is placed upon these 
financial aspects. 

‘No change in the method of 
financing patient care in general 
hospitals is recommended. Pro- 
grams of care for ambulatory and 
in-bed long-term patient illnesses 
are proposed for state government 
financing, which would cost $51,- 
500,000 for construction and de- 
velopment and $109,800,000 for 
annual operation. This would rep- 


resent an increased annual operat- 
ing cost to the state government of 
$22,800,000. It was estimated that 
state and local governments paid 
$159,000,000 for patient care in 
1948 and that this represented 
about 40 per cent of the total in- 
come of all nonfederal hospitals in 
the state. 

The report dramatically points 
out the increasingly important role 
in the financing of general hospital 
care that is being played by the 
paying patient. Total general hos- 
pital income rose from $40,300,000 
in 1940 to $100,700,000 in 1948. 
Percentagewise, receipts from pa- 
tients increased from 60.5 per cent 
of total income in 1940 to 69.5 per 
cent in 1948. Patients pay, in dol- 
lars, almost three times as much 
for care today as they did in 1940. 
This trend upward emphasizes the 
importance of obtaining a critical 
analysis of the elements of the pa- 
tient’s hospital bill and the aspects 
of medical practice that contribute 
to its size. 

This study is presented in an in- 
teresting and scholarly manner. 
It must be interpreted against the 
wide differences in organization 
and public policy existing between 
the large metropolitan New York 
City’ and the outlying sections of 
the state. Data are classified to 
make these comparisons readily 
obtainable. The recommendations 
have bearing upon many hospital 
situations in all sections of the 
country, and hospital administra- 
tors should find much information 
for guidance and application to 
their local problems in this com- 
prehensive study.—M.J.N. 


Readable writing 


THE ART OF READABLE WRITING. Rudolf 
Flesch, Ph.D. 237 pp. New York: 
Harper & Brothers. 1949. $3. 


RUDOLF FLESCH, the author of 
“The Art of Plain Talk,” has 
written another book to help 
people with their writing. This one 
is entitled, “The Art of Readable 
Writing,” and it supplements much 
of the material published in Mr. 
Flesch’s earlier book. 

“The Art of Readable Writing” 
contains a wealth of information 
of value to hospital administrators 
who do any kind of writing, since 
the author encourages the use of 
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“informal, everyday, practical Eng- 
lish’’. 

There are many particularly in- 
structive chapters in the book. For 
example, Chapter V, entitled, “All 
Writing Is Creative.” In this 
chapter, author Flesch explains 
how to capitalize on the uncon- 
scious mind. 

“Getting ideas out of the un- 
conscious is the rule rather than 
the exception,” he states. He sup- 
ports this with documentary evi- 
dence, quoting verbatim testimony 
from a poet, a mathematician, a 
philosopher, an engineer, a _ his- 
torian, a novelist and an advertis- 
ing man. 

For any writing assignment, Mr. 
Flesch says, “Get your facts, think 
hard of the best way of presenting 
them, and then, ‘think aside.’ Let 
the matter drop for a while until 
you suddenly hit. upon a striking 
combination of ideas.” 

In another enlightening chapter, 
“How To Be Human Though 
Factual,” Mr. Flesch points out 
that “factual exposition is done best 
by story telling.” He explains that 
most subjects have obvious stories 
and plots, ready for use, and cites 
such examples as the scientist 
struggling for a_ solution, the 
practical man trying to lick a 
problem, and others. 

You might ask, “What do I do 
if there is no human-interest story 
connected with the subject?” The 
answer, in Mr. Flesch’s opinion, is 
NOT to present bare, dry facts and 
let it go at that. Not at all. He says, 
“Tf there are no people visible on 
the scene, it’s your business to put 
them there. If there’s no story to 
tell, you’ll have to invent one.” 

And in this particular area of 
“creative” writing, Mr. Flesch says, 
“Name your characters. Don’t just 
call them A, B. and C.. . And don’t 
call them John Doe or Joe Doaks. 
Give them real-sounding names, 
names they could or might have 
in real life.” 

Mr. Flesch also urges all writers 
to use dialogue generously in their 
stories. He believes that if you 
analyze most well-written maga- 
zine articles, you will find that they 
are shot through and through with 
snatches of conversation and bits 
of direct quotation from what was 
said. He writes: 

“The seasoned popular nonfic- 
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tion writer knows that to interest 
his readers he must not only turn 
most of his material into narrative, 
but must then go one step further 
and turn a large part of that narra- 
tive into dialogue. All exposition 
needs some story; all story needs 
some drama.” 

Of singular interest to hospital 
administrators who have an in- 
terest in writing is Chapter XIII, 
which deals with ‘Degrees of Plain 
Talk.” In this section, author 
Flesch offers a superb illustration 
of what happened to the same 
technical subject when it was 
treated by three different publica- 
tions: The Journal of the Ameri- 
can Medical Association, Life and 
The New Yorker. The complete 
change of coloring, tone and style 
is clearly evident. 

As an aid to writers, Mr. Flesch 
offers three lists. The first consists 
of what he terms “empty words.” 
These include participals, preposi- 
tions, conjunctions, adverbs. The 
second list consists of auxiliary 
verbs, and the third list, the long- 
est, contains verb-adverb combi- 
nations. He says: 

“If you use these three lists con- 
scientiously and fully, your style 
will soon lose its heaviness.” 

“The Art of Readable Writing” 
will give all writers an insight into 
the techniques for simple, under- 
standing writing, a goal worth 
seeking. As Mr. Flesch says, “If you 
don’t carry simplification too far 
into primer style, your old readers 
will not only stay with you but 
you’ll get more of the same kind; 
and they’ll read you faster, enjoy 
you more, understand better and 
remember longer.”— L. W. 


Librarian's diary 


An AUTOBIOGRAPHY OF GRACE WHIT- 
ING Myers—A Praciical Diary by 
the First Lady of the Medical Rec- 
ord Librarian Profession. 62 pp. 
‘Chicago: Physicians’ Record Co. $2. 
Of special appeal to record li- 

brarians, Mrs. Myers’ autobiog- 











raphy is full of the warmth of her 
own personality and of the growth 
of the profession. Mrs. Myers was 
medical record librarian at the 
Massachusetts General Hospital, 
and it was there that she started 
the science of medical records li- 
brarianship. 

The trials and tribulations of the 
early endeavors and her firm but 
gentle persistence have led to the 
present high standards of the pro- 
fession. 


Personnel 


Two books of special interest to 
personnel directors have just been 
added to the library’s rapidly- 
growing collectiton of outstanding 
material on personnel relations and 
administration. They are: 
PLANNING AND PREPARING THE EM- 

PLOYEE INFORMATION MANUAL. Re- 

port No. 585. Loose-leaf. Chicago: 

Compiled and released by the Dart- 

nell Corporation, 1949. $7.50. 

As a practical guide for the per- 
sonnel director or administrative 
assistant assigned the task of pre- 
paring an employee, this book 
offers many useful suggestions. The 
editors studied 175 employee man- 
uals in gathering the material. 

Interspersed throughout the text 
are illustrations reproduced from 
actual manuals as examples of the 
points discussed. The content is di- 
vided into some fifty topics such as 
“Less Us—More You;” “Why Rec- 
ognition Means so Much to the 
Employee;” “Responsibility for the 
Job of Producing the Manual;” 
“Avoiding the Rule Book Idea;” 
“A Check List for Editors;” ‘The 
Title of the Manual;”’ “Use of 
White Space in the Modern Man- 


, ual;” “Distributing Copies to Em- 


ployees.” 


CONFERENCE LEADER’S GUIDE. Waldo E. 
Fisher. 28 pp. Pasadena, Calif.: In- 
dustrial Relations Section of the 
California Institute of Technology. 
Bulletin No. 15. 

For those who have made profit- 
able use of the American Hospital 
Association’s ‘(Manual on Confer- 
ence Techniques,” this booklet is 
offered as excellent supplementary 
reading. The material is presented 
in outline form with an economy 
of words. The supervisor’s job as 
the topic for a conference is used 
as an example in setting up the 
agenda. The guide then follows 
through the actual conference. 
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Due to their aa life and there 


factory performance, you will find Anchor 


geon’s Brushes on the market today. Be 
sure to pasty Anchor Surgeon's Brushes. 





Long wear Nylon kaiidies are em- 
bossed with “‘Hospital Property.” 


- Special grooves in Nylon handles 
assure firm grip. 


QS MAL LRU 


Bristles have saw-tooth or chiseled 





. 


trim for better scrubbing job. 


ORDER ONLY THROUGH 


‘SELECTED HOSPITAL SUPPLY FIRMS 


For information write 


ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS 
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Brushes to be the: most ‘economical Sur- 








Evenflo —Ideal For Premature and Normal Babies 


<— 4-Oz. Hospital Size Evenflo Nurser 


For New Born and 
Premature Babies 


Evenflo Nurser is the happy answer 
to the problems posed by artificial 
feeding. It promotes the healthful 
sucking so necessary to infant develop- 
ment. Yet the milk flows as readily 
from the Evenflo Nipple as it does 
at the breast. Even premature and 

weak babies can finish their Evenflo bottles before 
exhausting their limited strength. 

The excellent nursing action of the Evenflo 
Nipple is due to the patented twin air valves found 
only in genuine Evenflo. These valves automatical- 
ly admit air as the baby nurses and keep normal air 
pressure within the bottle. 

Write for hospital prices or see your wholesaler. 


ven lo 


America’s 
Most Popular Pel 
Xe. —— Dept. H 
_ 4 THE PYRAMID 
y) RUBBER CO. 


Ravenna, Ohio 


| Ss “f 
Evenflo is now 

also available in a Deluxe 

Unit with Pyrex brand bottles 


Just as extra hole in t 
juice can admits air and Wass: 
relieves vacuum, $0 air 
valves in Evenflo 
Nipple provide smooth 
nursing. 


Evenflo—Approved by Doctors and ‘Nurses 








Minimum dishwashing standards 


suggested for hospitals 


MARGARET GILLAM 


ISH SANITIZATION is one of the 

most important procedures 
through which the hospital pro- 
tects the sick. Minimum require- 
ments for effective dishwashing 
procedures call for a standard of 
less than 100 organisms per utensil 
surface. Investigators have tested 
and found that this standard can 
be consistently maintained by ma- 
chine or manual methods through 
application of present knowledge, 
effective methods and good house- 
keeping. 


MACHINE DISHWASHING 


Minimum requirements for ef- 
fective machine dishwashing have 
been developed and published by 
the Committee on Sanitary Engi- 
neering and Environment, Division 
of Medical Sciences, National Re- 
search Council. The material in- 
corporates the latest knowledge on 
this subject. 

General adoption of these mini- 
mum standards by institutions, ho- 
tels and restaurants is suggested in 
the committee report. This would 
simplify the problem of procuring 
the types of machines and auxil- 
iary equipment required for dish- 
washing and would make for in- 
stallations which can be operated 
with consistently good results. 

Committee members do not an- 
ticipate that these standards will 
be applied to existing installations 
of dishwashing machines. In gen- 
eral it is likely to be cheaper to 
install new equipment than to 
overhaul old machinery. It is em- 
phasized in the report that the re- 
modeling of an old machine to 
meet a single item of the mini- 


Miss Gillam is dietetics specialist for the 
American Hospital Association, Chicago. 
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mum requirements may accomplish 
nothing. 

Prerinsing dishes is one of the 
few items which may be singled 
out to improve efficiency. Other- 
wise, full compliance with all de- 
tails of the requirements is essen- 
tial to make old_ installations 
operate efficiently. 

The minimum requirements for 
machine dishwashing published by 
the committee have one major ob- 
jective. That is to treat soiled eat- 
ing and drinking utensils so as to 
remove all visible soil, wash water 
and detergent, leaving the utensils 
clean and reasonably dry and ef- 
fectively reducing the public health 
hazard. 

To attain this objective, these 
requirements are suggested: 

Scraping: Food remains shall be 
removed from the dishes by hand 
or suitable mechanical device. 

Preflushing: The prefilushing of 
dishes with warm water, with or 
without detergent, is highly desir- 
able. This may be done in a pre- 
flush section of the dishwashing 
machine of demonstrated effective- 
ness or as a separate operation. 
Overflow rinse water or the warm 
water containing detergent over- 
flowing from the washing water 
tank may well be utilized for pre- 
flushing. 

Racks and racking: The dish racks 
shall be of such design as to mini- 
mize masking of the sprays. Con- 
struction with non-marking, cor- 
rosion-resistant welded wire is 
recommended. The number of each 
type of utensil per rack shall be 
limited, as overcrowding prevents 
effective washing. A _ sufficient 
number of racks shall be provided 
to permit continuous operation un- 


der maximum load. Means shall be 
provided for returning empty 
racks without damage or contami- 
nation from the outlet to the inlet 
end of the machine. 

Washing: The temperature of the 
wash water shall be not less than 
140° F. With good preflushing, 
higher temperatures (160° F. or 
more) are desirable. Means shall 
be provided to maintain the tem- 
perature of the wash water at not 
less than 140° F. 

The minimum washing time 
shall be 20 seconds, during which 
each rack of dishes shall be sprayed 
from above and below in about 
equal amounts with a total of not 
less than 12 gallons of wash water 
per 100 square inches of tray area 
under not less than three pounds 
flow pressure at the top manifold. 

In single tank machines the time 
of washing shall be controlled au- 
tomatically at not less than 40 
seconds, and in multiple-tank ma- 
chines such time shall be controlled 
at not less than 20 seconds by 
timed conveyors with an effective 
method to prevent racks from be- 
ing pushed through. 

Means should be provided to 
maintain the concentration of de- 
tergent in the wash water auto- 
matically and continuously at not 
less than 0.1 per cent by weight in 
excess of that necessary to satisfy 
the hardness of the water. 

In multiple-tank dishwashing 
machines, excessive spilling or 
carryover of water shall be pre- 
vented by providing at least 15 
inches of space between the be- 
ginning of the wash tank and the 
center of the first spray arm open- 
ing; at least 20 inches between the 
centers of the last wash spray arm 
opening and the first rinse spray 
arm opening; at least five inches 
between the center of the last rinse 
spray arm opening and the curtain 
rinse opening; and not less than 10 
inches between the center of the 
last curtain rinse spray opening 
and the end of the rinse tank. 
When necessary, because of ex- 
tended spray patterns or other- 
wise, baffles shall be installed be- 
tween the wash and rinse tanks to 
prevent further intermingling of 
wash and rinse waters. 

Rinse: A power or recirculated 
rinse (two-tank machine) is de- 
sirable wherever the quantity of 
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Handling Hospital FLOWERS 


Now Easy! 


Most of our 8,000 member florists deliver 
Hospital FLOWERS in containers filled with chemically treated 
water that needs no replenishment. 


Patients Enjoy FLOWERS-BY-WIRE 


For FLOWERS are personal messages from friends 
and relatives... happy thoughts, encouraging words 
that aid in convalescence. 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 149 Michigan Avenue, Detroit 26, Michigan 
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utensils to be washed justifies the 
cost and the space permits. 

The temperature of such rinse 
water shall be not less than 180° F. 
at the inlet to the spray arm. The 
minimum time of rinsing shall be 
10 seconds, during which each rack 
of dishes shall be sprayed from 
above and below in about equal 
amounts with a total of not less 
than 12 gallons of rinse water per 
100 square inches of area under 
not less than three pounds flow 
pressure at the nozzles. 

Where this rinse is used as the 
sanitizing rinse, provision shall be 
made to stop the machine auto- 
matically and to display a warning 
light whenever the temperature of 
the rinse water drops below 180° 
F. A key-operated device shall be 
provided -to permit starting and 
operating the machine in emer- 
gencies at less than the recom- 
mended temperature. 

When a recirculated rinse is not 
provided, as in single-tank ma- 
chines, the fresh water rinse from 
the pressure line shall be main- 
tained at a temperature of not less 
than 180° F. at the inlet to the 
spray arm and shall be provided 
with automatic stop and warning 
lights as above. The minimum time 
of rinsing shall be 10 seconds, dur- 
ing which each rack of dishes shall 
be sprayed with at least three- 
eighths of a gallon of fresh water 
per 100 square inches of area un- 
der not less than 15 pounds flow 
pressure at the nozzles. Provision 
shall be made to stop the machine 
automatically and to display a 
warning light whenever the tem- 
perature of this rinse water drops 
below 180° F. A key-operated de- 
vice also shall be provided for 
emergency operation. 

Curtain rinse: A curtain rinse 
may be provided on each multiple- 
tank machine but is insufficient for 
use on single-tank machines. Such 
a rinse shall use not more than two 
gallons of water per minute, main- 
tained at 180° F. or more at the 
inlet to the spray arm. 

Removal of vapors: Where exces- 
sive moisture accumulates and 
causes condensation, the installa- 
tion should include suitable means 
for ventilation and removal of the 
excess vapor. 

Valves: The water and steam 
valves shall be of dependable con- 
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The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





struction, easily accessible, marked 
with standard designating colors 
in accordance with A.S.A.: A 13- 
1928, “Scheme for the Identification 
of Piping System,” labeled as to 
purpose, and shall not so protrude 
as to be easily broken off. Valves 
shall be suitable for the purpose 
and built to withstand 125 pounds 
of operating pressure. The water 
valves shall be of globe type with 
removable seats. 

Thermometers: A dial type ther- 
mometer with 180° F. visibly 
marked, showing final rinse water 
temperature, shall be installed at 
eye level near the discharge end 
of the machine where it is pro- 
tected against breakage. The bulb 
shall be located so as to show the 
temperature of rinse water enter- 
ing the spray arm. Similarly, a 
thermometer shall be installed to 
show the wash water temperature. 

Pressure gages: Gages to show 
the flow pressure shall be provided 
as near as practical to the spray 
arm openings of both the wash and 
rinse water systems. 

Scrap trays: Scrap trays shall 
have openings smaller than those 
in the spray arm and shall be 
readily accessible and removable 
for cleaning. A strainer, accessible 
for cleaning, also shall be provided 
on the pump suction. 

Spray arms: Spray arms shall be 
made of material that is relatively 
noncorrodible in warm detergent 
solution and shall be easily re- 
movable and accessible for clean- 
ing. The slots or jet openings shall 
be large enough not to clog easily 
and shall be so placed as to com- 
pletely spray every part of every 
utensil in racks of the standard 
size delivered with the machine. 

Either the spray arms shall move 
or the dish racks shall be moved 
during washing and rinsing to in- 
crease the coverage of the sprays. 

Construction: The tanks and hood 
shall be constructed of monel 
metal, stainless steel or equally 
corrosion-resistant material in such 
a manner as to be easily cleaned. 

Sharp angles, unnecessary ledges 
and open seams shall be elimi- 


nated. To facilitate cleaning the 
interior, consideration should be 
given to locating as much of the 
piping as possible on the exterior 
of the dishwashing machine. 

Each tank, including the pump, 
shall be easy to drain. The pump 
suction shall be at least two inches 
above the bottom of the tank. 

Each tank shall be provided 
with a water level indicator. 

The supporting frame, motors 
and pumps shall be of smooth con- 
struction with ali parts accessible 
for cleaning. Adequate guards 
shall be placed over moving parts. 

The bottom platform of the ma- 
chine shall be not less than six 
inches off the floor. 

Side clean-out doors or remov- 
able panels, not less than 16 inches 
in width, shall be provided for con- 
venience in cleaning the tanks. 

Conveyors shall be so timed that 
the fixed speed will provide at 
least the minimum holding times 
herein specified for the various 
operations. 

Water supply: Water meters that 
are too small and water mains that 
are too small or too badly en- 
crusted to deliver sufficient water 
for the sanitizing rinse under the 
existing conditions of installation 
are a frequent cause of failure of 
dishwashing operations. 

When the hardness of the water 
exceeds five grains, a hard water 
detergent should be used; when it 
exceeds 100 grains, softening to 
five grains or less is recommended. 

To secure uniform water pres- 
sure, the installation of a pressure- 
reducing valve on the hot water 
line to the fresh water rinse of the 
dishwashing machine is recom- 
mended, so set as to give 15 pounds 
of flow pressure at the upper rinse 
arm openings while in operation. 

The water connections to the 
dishwashing machines shall be so 
made as to prevent back-siphon- 
age of dish water, sewage or 
wastes, and in accordance with 
A.S.A.: A 40.6-1943, “Back-Flow 
Preventers.” 

The hot water storage tank shall 
be of ample capacity and the heat- 
er shall have sufficient recovery 
capacity to supply the amount of 
water, at not less than 140° F,, 
needed for maximum length dish- 
washing periods and other opera- 
tions for which it is designed to 
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Dietitian 
Natalie Nathan 


COMPACT as any hospital kitchen 


can be, this efficient installation _ 
serves the volume cooking needs for / 


the Ohio Valley General Hospital. — 
Throughout a half-century of growth 
the hospital’s executives have con- 
stantly selected GAS and modern 
Gas Cooking Tools for efficient food 
preparation. 

Thus, in the expansion completed 
in 1949, the latest types of Gas 
Equipment were added. Under the 


direction of Dietitian 

Natalie Nathan the 

streamlined kitchen 

_ serves the 125-bed 

) hospital, and the em- 

_ployee’s cafeteria. 

Miss Nathan empha- 

sizes the importance of GAS in 

volume cooking—‘* We have a very 

busy food department and the 

speed and flexibility of our Gas 

Equipment make it possible for 

us to keep everything on sched- 

ule regardless of the occupancy 
or the type of diets required.”’ 


Gas Kitchen Equipment Installed by Demmler & Schenck Co., Pittsburgh, Pa. 


AMERICAN GAS ASSOCIATION 


420 LEXINGTON AVENUE, NEW YORK 17, NEW YORK 


JANUARY 1950, VOL. 24 


Ohio Valley General Hospital, 
McKees Rocks, Pennsylvania 

Sister Mary Edith, Administrator 

Prompt food service is not the only 
important factor, however. Dieti- 
tians in the hospital field always 
stress the necessity for preserving food 
texture and stimulating appetites by 
flavor and appearance. That’s where 
modern Gas Cooking Tools perform 
their real magic—providing just the 
right temperatures, automatically 
controlled, for any cooking opera- 
tion. And, GAS is dependable and 
clean—two essential characteristics 
in hospital food service. 

Your Gas Company Representa- 
tive will bring you up-to-date on 
efficient Gas Cooking Tools—why 
not call him today? 


Four-deck Gas-fired Blodgett 
Oven, used for baking and roasting 


The hospital’s main kitchen is equipped with 
Gas-fired Pitco Fryer, Magic Chef Hot-Top 
Range, and combination Majestic Range 
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provide water if carried on simul- 
taneously. 

A booster heater shall be pro- 
vided ‘close to the point of applica- 
tion at the dishwashing machine 
for each fresh water rinse. The 
booster heater shall be of sufficient 
capacity to provide water at the 
rate of not less than four gallons 
per 100 square inches of tray area 
per minute at 180° F. or higher at 
the inlet to the spray arm, for a 
single-tank machine, and two gal- 
lons or less per minute of 180° F. 
water for each curtain rinse on a 
multiple-tank machine. 

Placing: The machine shall be so 
installed that all parts are easily 
accessible for repair, servicing or 
replacement. 

Operating instructions: Complete 
operating instructions shall be pro- 
vided. Such _ instructions shall 
stress draining the tanks empty 
after the dishes from each meal 
are finished, cleaning the tanks and 
spray arms and leaving them dry 
until the next use. 


MANUAL DISHWASHING 


When washing and sanitizing of 
soiled eating and drinking utensils 
is not done by mechanical means, 
steps should be taken to assure 
that procedures for hand dish- 
washing meet the acceptable bac- 
terial count of less than 100 per 
utensil. Tests in which an average 
utensil count of 67 was obtained 
by hand dishwashing methods over 
a two-year period were reported 
by W. L. Mallman in an article on 
“The Sanitation of Dishes” which 
appeared in the October 1940 issue 
of the Journal of the American 
Dietetic Association. 

To keep the wash water as clean 
as possible and for greater eco- 
nomy in the use of detergents, it 
is important that food be removed 
before washing. This should be 
done with a brush or squeege and 
by rinsing or preflushing with wa- 
ter. 

Though it is customary to hand- 
scrape dishes before washing, con- 
siderable food soil—particularly 
greases—remains on the dishes 
when they enter the wash water 
if a rinse is not used. According to 
Mr. Mallmann and David Kahler 
in a bulletin, “Studies on Dish- 
washing,” published by the Na- 
tional Sanitation Foundation. 
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School of Public Health, University 
of Michigan, bacteria that materi- 
ally increase the bacterial popula- 
tion of the wash water are included 
in this food soil. 

Such food soil is objectionable. 
It destroys the activity of the de- 
tergent in the water. The larger 
amounts of detergent which then 
are needed increase the cost of 
operation. 

It is recommended that three- 
compartment sinks be used. The 
first of these would be for washing, 
the second for rinsing and the third 
for sanitizing the dishes. If neces- 
sary, a satisfactory spraying device 
could be substituted for the rinse 
sink on existing installations. 
Three-compartment sinks are espe- 
cially desirable when chemical san- 
itizers are used. 

After prerinsing, dishes should 
be cleaned in warm water at a 
temperature of 110° F. to 120° F., 
which is about as hot as the hands 
can stand. A suitable detergent 
should be used and the dishes 
rinsed in hot water. Dishes then 
are sanitized in the third compart- 
ment of the sink by subjecting 
them to one of two types of germi- 
cidal agents. These agents are (1) 
heat and (2) chemicals. 

Sanitizing by hot water is satis- 
factory if reeommended procedures 
are carried out. The “Ordinance 
and Code Regulating Eating and 
Drinking Establishments,”  pre- 
pared by the Public Health Serv- 
ice in 1943 as a bulletin, stipulates 
after manual dishwashing “im- 
mersion for at least two minutes 
in clean, hot water at a tempera- 
ture of at least 170° F. or for 
one-half minute in boiling water. 
Unless actual boiling water is used, 
an approved thermometer should 
be available convenient to the vat. 
The pouring of scalding water over 
washed utensils is not accepted as 
satisfactory compliance.” 

When hot water is used for bac- 
tericidal treatment, a hot water 
heater (preferably controlled by a 
thermostat) capable of maintain- 
ing a water temperature of at least 
170° F. in the vat should be pro- 
vided at all times. 

Mallmann and Kahler have 
found that a shorter immersion 
period is satisfactory. They recom- 
mend that dishes be sanitized with 
water at a temperature of 170° F. 


for 30 seconds. They say that this 
temperature can be maintained in 
rinse tanks by the use of steam 
ejectors in the tanks or large gas 
burners beneath the tanks. 

The advantage of sanitizing by 
hot water is that dishes and uten- 
sils air-dry quickly and require no 
toweling. In sanitizing, care must 
be taken to assure that the hot wa- 
ter is in contact with the entire 
surface of the dishes and utensils. 
This may be accomplished by plac- 
ing the dishes in a venting position 
to prevent the trapping of air. 

Another approved method of 
sanitizing dishes and utensils is by 
the use of the chemical agent, chlo- 
rine. The Public Health Service 
code for eating and drinking estab- 
lishments specifies, when hypo- 
chlorites are used, “immersion for 
at least two minutes in a lukewarm 
chlorine bath containing at least 
50 ppm of available chlorine... 
The bath should be made up at a 
strength of 100 ppm or more of 


- hypochlorites and shall not be used 


after its strength has been reduced 
to 50 ppm. Bactericidal treatment 
with chlorine is ineffective if the 
utensils have not been thoroughly 
cleaned . . . When chlorine treat- 
ment is used a three-compartment 
vat shall be required . . . This will 
prevent the excessive consumption 
of chlorine by organic matter and 
washing compound carried over 
from the washing compartment.” 
In “The Sanitation of Dishes,” 
Mr. Mallmann reports that chem- 
ical sanitizers do not work satis- 
factorily unless wash tanks, brush- 
es and other wash and sanitizing 
equipment are kept clean. 


DETERGENTS 


The use of a detergent-sanitizer 
(a detergent impregnated with 
antibacterial ingredients) in the 
wash water in the mechanical or 
manual washing is being consid- 
ered as an adjunct and an added 
safety factor in dishwashing. Mall- 
mann and Kahler say that deter- 
gent-sanitizers alone do not do a 
satisfactory job of sanitizing. 

In studies of hand dishwashing 
in restaurants, they found recon- 
tamination by bacteria-laden wa- 
ter. They suggest a combination of 
a detergent-sanitizer and a sani- 
tizer rinse as a good method for 
obtaining good results. 
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ENTS The ill and convalescent will be more at ease .. . rest 
tizer more comfortably in The Campbell Bed. No longer is 


pie there a need for the assistance of a nurse in making 
4 


sae a change in the position of a patient’s hospital bed. A 
mere touch of the switch and both head and foot units Camph pl 








isid- 2 ! ame 
ided move independently or simultaneously to any position 


fall- desired . . . smoothly, quietly, effortlessly. Write for 


ster- illustrated bulletin No. 100. and Company 


Jo a The Campbell Bed has instantaneous reversible action on both head 
and foot units. 

hing The Bed operates on 110 Volt AC Current. 

con GUARANTEED: The Campbell Bed is guaranteed for three years 
wa- against mechanical failure under normal operating conditions. 
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Sold exclusively through surgical ‘supply houses. 
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DIETETICS ADMIN 


Formula room in miniature 


AN INFANT FORMULA UNIT con- 
structed in miniature has been dis- 
played at the American Hospital 
Association and American Public 
Health Association conventions. 
The model was designed to con- 
form to the recommendations for 
layout and equipment in the new 
manual, “Procedures and Layout 
for the Infant Formula Room,” 
published by the Association. 


The model, which was prepared 
by the Pet Milk Company, incor- 
porates the basic essentials of an 
efficiently planned unit. It provides 
for a progressive flow of materials 
through the unit and for continu- 
ity of work in four specific areas: 
(1) Cleaning the nursing unit as- 
sembly, (2) measuring and mixing 
formulas, (3) bringing together 
the clean bottles and the formula 
mixture at the pouring table, and 
(4) processing the formula through 
the terminal heating apparatus. 


The model was constructed to 
conform to the minimal standard 
of two rooms, one for receiving and 
cleaning the formula unit assem- 
bly (bottles, nipples, nipple covers 
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and bottle racks) and the other 
for preparing and processing. 

Space and equipment in the 
model is about one-fifth of actual 
size with two and one-half inches 
representing one foot. Actual di- 
mensions of such a unit would be: 
Clean-up room, 6 ft. 3 in. x I6 ft. 
6 in.; preparation room, 9 ft. 3 in. 
x 16 it. 6. in. 

To provide a three-foot passage 
between equipment, the clean-up 
room is about nine inches wider 
than space standards for size sug- 
gested by the Public Health Serv- 
ice. On the basis of an average of 
40 minutes required to process for- 
mulas through the terminal heat- 
ing apparatus, about 400 bottles of 
formula can be prepared daily. 

A door is located on the corridor 
side of the clean-up room for re- 
ceiving soiled equipment (see 
photo). A sliding half window be- 
tween the clean-up room and the 
formula preparation room is used 
to transfer clean equipment. For- 
mulas are distributed through a 
door on the corridor side of the 
preparation room. Dutch doors, 
shown in the model, were sug- 
gested in the manual as an aid in 


THE MINIATURE model infant formula room, displayed in the American Hospital Association 
booth at the Cleveland convention last September, is scaled to one-fifth of actual size. 


98 


preventing confusion by excluding 
everyone except formula room 
personnel during formula prepara- 
tion. 

At the entrance of the clean-up 
room on the left wall is a counter 
with shelving beneath for receiv- 
ing soiled equipment. A_ two- 
compartment sink provides for 
soaking, washing and rinsing the 
nursing unit assembly. A motor 
driven brush is mounted on the 
counter ‘at the right of the rinse 
sink. 

Space is provided under the 
counter at the end of the room to 
store reserve equipment supplies. 
On this counter near the right wall 
is the two-burner closed top heat- 
ing plate for boiling nipples. From 
the shelf, clean equipment is 
passed through the half-window 
into the preparation room. A scrub 
sink and a cabinet for cleaning 
supplies complete the equipment. 

Near the entrance of the prep- 
aration room is the scrub sink for 
the use of personnel before begin- 
ning formula preparation. Next to 
the sink along the left wall is the 
work counter for preparing for- 
mula mixtures. A  two-burner 
closed top heating plate and scales 
are on the counter. A utility cab- 
inet below provides storage space. 

A two-compartment sink is built 
into the counter. Tap water at the 
sink is convenient for formula 
preparation and for rinsing equip- 
ment between the making of dif- 
ferent types of formulas. The sinks 
are provided for washing and rins- 
ing preparation equipment. 

The counter extends along the 
wall to meet another counter at 
the end of the room, which pro- 
vides space for receiving clean bot- 
tles from the clean-up room at 
the place where bottles are racked 
and labeled in preparation for the 
pouring procedure. At the open 
counter, under the window at the 
end of the room, bottles are filled 
with formula from the dispensing 
device, nipples are applied and are 
covered with caps. 

A bottle carriage for receiving 
the processed formulas is between 
the terminal heating apparatus and 
the refrigerators. The refrigerator 
is used for temporary storage 
of the prepared bottles pending 
delivery and refrigeration in the 
nurseries.—M.G. 


HOSPITALS 





laun 
yard 
urin; 
Te 
com} 
sist | 
mate 
comy 
of m 
bund 
Th 
test 
can 
three 
1 
prese 
durir 
a 
tenti 
Bs 
the 1 
dirt 
Th 
samp 
cesse 
a fer 
stanc 
ment 


luding 
Toom 
-para- 


an-up 
yunter 
eceiv- 
two- 
s for 
ig the 
motor 
n the 
rinse 


r the 
om to 
pplies. 
t wall 
heat- 
From 
nt is 
indow 
scrub 
2>aning 
yment. 
prep- 
nk for 
begin- 
ext to 
is the 
3 for- 
yurner 
scales 
7 cab- 
space. 
s built 
at the 
rmula 
>quip- 
f dif- 
. sinks 
| rins- 


g the 
ter at 
| pro- 
n bot- 
ym at 
acked 
or the 
open 
at the 
filled 
nsing 
1d are 


sjving 
[ween 
is and 
orator 
orage 
nding 
n the 


TALS 


The test sample: Yardstick for 


efficiency in the laundry 


* JOSEPH F. KRAWIEC 


VERY HOSPITAL laundry man- 
EK ager would like to assure 
himself that his washing formula 
is just as good as he can make it. 
Before he can do this he needs 
some means of comparison, some 
measuring device with which he 
can judge its effectiveness. 

This is the role played by the 
laundryman’s test sample, the best 
yardstick yet developed for meas- 
uring washroom efficiency. 

Test samples vary in appearance, 
complexity and purpose. Some con- 
sist merely of a piece of sheeting 
material, while others are more 
complex, consisting of a number 
of materials assembled into a test 
bundle. 

The specific purposes of these 
test pieces or test bundles usually 
can be expressed in from one to 
three points: 

1. To determine the loss or 
preservation of fabric strength 
during the laundering cycle. 

2. To measure the whiteness re- 
tention of originally white fabrics. 

3. To measure the efficiency of 
the washing formula in removing 
dirt and stains. 

The great majority of all test 
samples or test pieces are pro- 
cessed from five to 20 times. In a 
a few instances test bundles are 
standardized for 50 washing treat- 
ments, especially when a soiled 
Sample is included. 

Test samples that consist merely 
of a piece of sheeting and normally 
are |aundered only five to 20 times 
do not tell the complete story. The 
more launderings a test piece re- 
Ceives, the more accurate is the 


—— 


Mr. Krawiec is a laundry research fellow 
at Ellen H. Richards Institute, Penn- 
Sylvania State College, State College, Pa. 
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check on the washing formula. The 
washing formula or _ technique 
would.have to be exceedingly poor 
to obtain a fairly bad report from 
a five-wash test piece on tensile 
strength loss or whiteness reten- 
tion. Even though a 20-wash test 
piece is more accurate than a five- 
wash test piece, evaluation of the 
washing process will not be as 
conclusive as it would be with a 
50-wash test sample. A laundry 
obtaining passing results on a 20- 
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The test sample 


Although most laundry 
managers are now using or 
have used test samples, fre- 
quent reappraisals should be 
made of those samples to be 
sure of obtaining the very 
best measurement of wash- 
room efficiency. The follow- 
ing questions are suggested as 
a guide: 

1. Does the test sample tell 
the complete story about the 
washing formula? 

2. Are standards of meas- 
urement for the test piece too 
liberal? 

3. What would tensile 
strength losses be if the test 

~ sample were washed 50 
times? 

4. Are washing supplies 
giving maximum efficiency? 

5. Is a soiled sample in- 
cluded in the test piece, and 
if so, is soil and stain removal 
efficiency good, fair or bad? 


wash test sample might fail badly if 
the same test sample were washed 
50 times. For example, cotton, 
which is rather resistant to rough 
washing treatment, will hold up 
fairly well through 20 to 30 laun- 
derings, but with continued rough 
treatment after this point it tends 
to degrade rapidly. 

There are wide differences in 
testing standards among trade and 
industrial groups and among re- 
search laboratories. Some of these 
standards may give the laundry- 
man a good idea of what is 
happening to his fabrics while 
others may give him such a false 
impression that it might be costly 
to his institution in the long run. 

The question is still being de- 
bated, for example, as to whether 
a 5, 10, 15 or 20 per cent loss in 
fabric strength is normal for a five 
to 20-wash test sample. Many 
authorities believe now that a 
good laundry should allow no more 
than a 10 per cent loss. 

The same question applies. to 
whiteness retention. Should the 
passing , grade for test samples 
laundered five to 20 times be 90, 
95 or 100 per cent whiteness re- 
tention? The research laboratory 
at the Ellen H. Richards Institute 
has suggested that it should be at 
least 96.5 per cent. 

It also is very important to know 
the methods used in analyzing a 
test piece. Are losses in fabric 
strength determined with methods 
approved by the American Society 
for Testing Materials? Does the 
organization from which test 
samples are received use strip or 
grab methods, or does it use some 
less accurate method in determin- 
ing losses? If strip or grab methods 
are used, are findings based on 
threads per inch? This is essential 
should shrinkage occur in the test 
sample, and there is very likely 
to be shrinkage in most types of 
test fabrics. On such occasions more 
threads per inch are crowded into 
a one inch strip than normally 
would be present in the control 
sample. The washed sample then 
will show a breaking strength that 
will appear to be equal to or 
greater than the original control 
sample. 

In determining whiteness reten- 
tion of fabrics, are findings ob- 
tained by visual matching of two 
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fields, where the test sample is 
compared to a standard whiteness, 
or is whiteness retention deter- 
mined with a photoelectric cell so 
that human error is minimized? 


SOILED SAMPLE 


A point that should interest 
every laundryman is whether a 
soiled sample is attached to the test 
piece to measure the efficiency of 
detergents. If a test sample that 
consists merely of a piece of sheet- 
ing material is used, the laundry- 
man has no way of knowing 
whether he is obtaining maximum 
efficiency from his detergents or 
whether he is using the detergents 
in the proper ratio. A_ testing 
sample without a standard soil 
piece fails to tell the laundryman 
whether his washing formula is 
adequate or whether he is washing 
the fabrics long enough for best re- 
sults. It is just as important to 
know the efficiency of the washing 
formula as it is to know the losses 
obtained in washing procedures. 

The only way to determine the 
efficiency of detergents is to use a 
soiled fabric which has been stand- 
ardized for reproducibility. The 
use of just any soiled sample fabric 
will not solve the problem. Just as 
many discrepancies will creep into 
the final analysis here as into meas- 
urements of fabric strength loss 
or whiteness retention. The soil in 
the sample must be _ tenacious 
enough so that only proper wash- 
ing will remove it from the test 
piece. Soiled samples that are 
readily de-soiled in fewer than 20 
launderings are of little value. 
Under such conditions almost any 
type of formula could be classified 
as satisfactory. 

Standard soiled samples contain 
general soils of two types: 

1. Water soluble soils, such as 
some medicinal stains, sugars, 
starches, syrups and fruit stains. 

2. Water insoluble soils, such as 
clay, soot, cement stains, oils 
greases, tar, paints, fats (animal 
and vegetable) and fatty acids 
(perspiration). 

The types of soils on fabrics will 
depend largely on the type of in- 
stitution. In a general hospital the 
soils will consist of medicinal 
stains, soot, oils, greases, inert fats 
in the form of fatty acids, cement 
stains and food stains. In a mental 
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hospital one may expect additional 
soils such as clay, road oils, lime, 
paint and others which are picked 
up on the outside. 

If all of the soils were water sol- 
uble, the laundryman would have 
little difficulty in removing them. 
Since many of the soiling sub- 
stances are not soluble in water, 
the washing action becomes more 
complex and removal more dif- 
ficult. The detergents that are used 
in the washwheel depend not only 
upon the chemical behavior but 
also upon the mechanical action 
necessary for separation of the 
soils from the fabrics. 

Numerous types of standard 
soils have been prepared to de- 
termine the full efficiency of wash- 
ing formulas. A study of current 
literature shows that the most 
frequently used ingredients are: 

1. Inert soils: Aquadag, oildag, 
lamp black and carbon black. 

2. Saponifiable oils: Tallow and 
lanolin (animal) and soybean oil, 
linseed oil, olive oil and shortening 
(vegetable). 

3. Unsaponifiable oils: Lubricat- 
ing oil and mineral oil. 

In preparing the standard soil 
test material, a mixture of these 
ingredients usually is suspended in 
some organic solvent or sometimes 
in water. The methods for applying 
the soil ingredients are far from 
standardized. A survey shows that 
soiling ingredients are applied by: 

1. Soaking in the soiling mix- 


- ture. 


2. Saturating with the soiling 
mixture. 

3. Drawing through the soiling 
mixture once or twice. 

4. Smearing with the 
mixture on both sides. 

5. Dipping in the soiling mix- 
ture. 

6. Applying to the fabric in a 
washing machine. 

7. Padding on with the soiling 
mixture. 

Since vegetable fiber fabrics such 
as linen and cotton are the types 
usually processed in the _insti- 
tutional laundry, the standard 
soiled cloth is prepared to measure 
removal efficiency of soils normally 
found on these fibers. 


soiling 


INSTITUTE STANDARDS 


For more than a decade the 
state-maintained institutions of 


Pennsylvania have operated a plan 
of laundry control which has 
effected vast savings in the life of 
textile fabrics and has brought 
distinct improvements in: 

1. Decreasing the losses in fab- 
ric strength during the laundering 
process. 

2. Improving the soil and stain 
removal efficiency of the washing 
formula. 

3. Increasing the whiteness re- 
tention of laundered white fabrics. 

Testing is carried out by the 
Ellen H. Richards Institute of the 
Pennsylvania State College. From 
the first the success of this 
research program has depended 
upon the willingness of the insti- 
tutional heads and laundry man- 
agers to carry out instructions 
given them by the laundry research 
fellow and the staff of the insti- 
tute. Subsequent improvements in 
laundry efficiency have been ob- 
tained through research, personal 
visits to laundry plants by the re- 
search fellow and standard test 
bundle analyses. 

The standard laundry _ test 
bundle of the Ellen H. Richards 
Institute consists of four parts: 

1. One-half yard of standard 
checkered toweling for determin- 
ing changes in tensile strength. 

2. One piece of white fabric 
(7x11 inches) for measuring the 
degree of whiteness retained. 

3. One piece of standard soiled 
fabric (7x11 inches) for evaluating 
the soil removal efficiency of the 
washing procedure. (The soiled 
fabric is made a standard dark 
gray shade and the soil is applied 
in such a manner that it is always 
removed to the same degree with 
the same laundry procedure, with- 
in a narrow tolerance. ) 

4. One-third yard of black and 
white checkered gingham fabric 
which has one-inch white squares | 
on it numbered from one through 
50. After each washing one num- 
bered square is cut off. This en- 
ables the washman to keep an 
accurate check on the number of 
launderings. 

In determining changes in fab- 
ric strength of a test sample 
laundered 50 times, our laboratory 
uses the ravel method (D39-39), 
as recommended by the American 
Society for Testing Materials. The 
checkered fabric in the test sample 
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CLOTH-INSERTED MAROON ICE 


BAG All-around pleat provides increased capac- 
ity and a larger bottom surface, enabling it to 
stay cold for longer periods. Unlosable washer. 
Collar reinforced to withstand abuse. 


CLOTH-INSERTED MAROON 
HOT WATER BAG Specially cemented 


and vulcanized at the seams for greater wear, 
freedom from bursting and leaking. 


MAROON RUBBER SHEETING 


Offers real mattress protection, lasting durability. 
Extra full widths that afford extra value. 


The MEINECKE name on hospital rubber goods means longer service, 
greater value, fewer replacements, and consequently—LQWE R COSTS 


MEINECKE & COMPANY, Inc.e 225 varick STREET, NEW YORK 14, N. Y. 


SERVING THE HOSPITALS OF AMERICA FOR MORE THAN FIFTY YEARS 
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what have all these in common? 


Each of this random group of accessories is a working tool devised by 
a practicing radiologist to do a given x-ray job faster and better. They 
bear different distinguished names, but this they all have in common... 
in every case the radiologist chose Picker X-ray as his collaborator in the 
development, production, and distribution of his device. 


It’s highly significant that doctors should so often turn to Picker when 
they create improved x-ray devices and techniques which they wish to 
share with their colleagues. It reflects the widespread confidence that 
Picker builds finely, serves sincerely . .. whether it be in the painstaking 
execution of such a special project, the making of fine x-ray apparatus, 
or. in the alert handling of everyday requirements. 


Your own x-ray needs will be better served at Picker. 
PICKER X-RAY CORP. + 300 FOURTH AVE. » NEW YORK 10, N.Y. 


. Roentgen Periscope (Dr. Percy Hay, Jr.) 
. Grid Cassette (Dr. J. D. Camp) 
. Electronic Imprinter (Dr. K. D. Symington) 
. Fetometric Rule (Dr. William Snow) 
. Pelvimeter (Drs. A. E. Colcher and W. Sussman) 
. Intra-cavital Specula (Dr. Ralph M. Caulk) 
. Horizontal-beam Skull Device (Dr. C. Gianturco) 
one source for e 
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has stripes running in the warp 
and filling directions which origi- 
nally are woven one inch apart. In 
raveling the strip samples for test 
* purposes both the washed and con- 
trol samples are cut and raveled to 
the colored thread. With this tech- 
nique shrinkage plays no part. 
When broken in a tensile strength 
tester, the washed test sample and 
the control sample have the same 
number of threads per strip. 

The total loss in fabric strength 
is reported as an average for the 
warp and filling directions of the 
fabric. This is important since ex- 
cessive failure of the material in 
either direction will render it un- 
fit for use. 

The standard white sample and 
the standard soiled sample are 
read with a photoelectric cell be- 
fore leaving the laboratory to de- 
termine their initial reflectancies 
(the degree of whiteness of the 


white sample and the degree of 
grayness of the soiled sample). 
These samples are read again on 
the same instrument after 50 wash- 
ing treatments. From these read- 
ings the whiteness retention and 
soil removal are calculated. 
Standards set up by the state- 
maintained institutions of Penn- 
sylvania are very rigorous. The 
purpose for such strictness is 
understandable considering the 
60,000,000 pounds of soiled linens 


_ processed yearly by 60 state-owned 


institutions. 

Following are the test bundle 
rating standards for a 50-wash test 
sample: 

1. Loss in fabric strength not to 
exceed 15.6 per cent. 

2. Whiteness retention of fab- 
rics not to fall below 96.5 per 
cent. 

3. Soil removal efficiency not to 
fall below 73.5 per cent. 
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LAUNDRY MANAGEMEN : 


Textile damage 


HOSPITAL LAUNDRY managers will 
welcome a special section in the 
American Hospital Association’s 
new manual on laundry operation 
that discusses sources of damage to 
textiles. 


No one likes to be blamed for 
carelessness on the job when the 
fault properly lies somewhere else. 
All too often, however, hospital 
laundry employees are accused of 
producing holes or tears in fabrics 
through the use of strong chem- 
icals or rough handling when ac- 
tually the source of the damage 
lies at another doorstep. 


The worst part of it is that cir- 
Cumstantial evidence often seems 
to point to the laundry. Holes in 
garments may appear to have de- 
veloped just in the washing proc- 
€ss when actually a chemical anal- 
ysis preceding laundering would 
have shown that corrosive ele- 
ments on the fabric had so weak- 
ened the fibers that damage was 
Inevitable no matter how carefully 
the fabric was handled. The reason 
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for this is that many corrosive 
substances are not strong enough 
to do all the damage, but are still 
strong enough to weaken the fibers 
so that they collapse upon contact 
with soap and water. 

An illustration of such deteriora- 
tion would be that which occurs 
due to staining with seemingly 
harmless foodstuffs—a damage 
which almost always shows up 
after the laundering process. 

Few people realize that many 
food stains, if allowed to dry and 
harden, will cause even the most 
careful laundering to produce 
holes. Studies show that the mild 
acids found in fruits and vege- 
tables will cause a deterioration of 
the fibers through hydrolysis when 
the stains are allowed to crystal- 
lize in the fabric. Then, when the 
fabric is laundered, the weakened 
fibers collapse and leave a hole or 
tear for the laundry manager to 
explain. 

Food stains are not the most 
serious source of textile damage in 
hospitals, of course, but they do 
represent a type which usually is 


little suspected. A more complete 
list may be obtained by referring 
to the laundry manual. 


Laundry training course 


Applications still may be filed 
for the Association’s training 
course for hospital laundry man- 
agement. This practical program is 
to be held at the State University 
of Iowa and will last for eight 
weeks, February 13 to April 7. 
Registration information may be 
obtained by writing to: Extension 
Division, State University of Iowa, 
Iowa City. 

Students will acquire a _ basic 
knowledge in laundry chemistry, 
textiles, personnel management, 
production management, record 
keeping, accounting, hospital or- 
ganization, engineering and speech. 
Regular university staff members 
will instruct and facilities of the 
university hospitals, laundry and 
laboratories will be available to 
students in the course. 


Water repellents 


The reduction of chemical dam- 
age to textiles, with its deceptive 
delayed reaction, has been a goal 
of institutional laundry specialists 
for a long time. 

A recently developed method 
that has provided savings in linen 
costs where chemical damage is a 
common hazard involves the use 
of water repellents. These com- 
pounds contain ingredients such as 
paraffin wax, starch and gum 
aluminum stearate that have been 
emulsified in water. Usually, one 
pint is required for every 100 
pounds of dry fabric. 

After soils and stains have been 
removed from the fabric, the re- 
pellent is applied in a standard 
washwheel. It does not make the 
fabrics waterproof but coats the 
individual fibers with a protective 
film so that they are resistant to 
solutions containing corrosive sub- 
stances. 

The chief advantage is the pro- 
longed life given to items such as 
technicians’ coats, nurses’ uni- 
forms, doctors’ coats and trousers, 
curtains, table linens and furni- 
ture covers. Disadvantages are that 
the repellent is an added cost.and 
does hamper finishing. Extreme 
care must be exercised in ironing 
and pressing. 
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-- ASSOCIATION BUSINESS - - 





Actions at December Board Meeting 


When the Association’s Board of 
Trustees met in Chicago early last 
month it acted on a score of impor- 
tant matters aimed at coping with 
problems currently facing the hos- 
pital field. The highlights: 

Day of care: The Board recognized 
some questions facing the Council 
on Prepayment Plans and Hospital 
Reimbursement: What is a “day of 
hospital care?’ What constitutes 
“hospital service?” Because these 
terms appear often in hospital re- 
lations with prepayment plans, and 
because they may have several in- 
terpretations, the Board agreed that 
a definition might be a basis to the 
solution of many hospital reim- 
bursement problems. The Board 
instructed the council to try to de- 
fine hospital and medical relation- 
ships, particularly as they affect 
prepayment plans and hospital re- 
imbursement. 

Identification of newborn: The 
Board voted to approve the revised 
“Principles and Recommended Pro- 
cedures as a Guide for the Identifi- 
cation of the Newborn in Hospitals” 
for publication and transmission to 
hospitals. This guide for the iden- 
tification of newborn will be de- 
scribed in detail in the February 
issue of HOSPITALS. 

Hospitals and medicine: Although 
the House of Delegates of the 
American Medical Association was 
then in the process of returning to 
its Committee on Hospitals and the 
Practice of Medicine the contro- 
versial “Hess report,” the Ameri- 
can Hospital Association’s trustees 
felt that a statement on this report 
was in order. The Board expressed 
its opinion that the American Med- 
ical Association had not intended 
to “unreasonably restrain, coerce 
or conspire” against any particular 
hospital but intended only to en- 
force the principles of ethics of that 
association in a lawful manner and 
for a lawful purpose “and not for 
the purpose of coercion and re- 
straint.” The Board felt, however, 
that the “Hess report” did not void 
the 1939 principles of relationships 
between hospitals and certain med- 
ical specialists. “Specialized and 
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diagnostic services, such as radi- 
ology, pathology, anesthesiology 


and physiatry, are vital to a high ~ 


quality of patient care and are 
properly and customarily provided 
in a day of inpatient care,” the 
Board agreed. 

The Board passed a resolution 
encouraging hospitals to continue 
to provide radiology, pathology, 
anesthesiology and physiatry as a 
part of hospital service in the best 
interests of the patient and the 
public.” 

Statement on nursing: After a dis- 
cussion of the interim classification 
of schools of nursing, recently 
adopted by national nursing or- 
ganizations, the Board issued the 
following statement: 

“The American Hospital Associa- 
tion commends the nursing profes- 
sion for its desire to elevate the 
standards of nurse education and, 
in so doing, wishes to remind the 
nursing profession that it is con- 
fronted with a more vital and dis- 
tinct problem—the development of 
adequate nursing personnel of all 
types for the care of patients. 

“Having investigated at length 
the present program of the nursing 
profession for an interim classifica- 
tion of schools of nursing, the As- 
sociation believes that much time 
and effort has been devoted by the 
nursing profession to make this a 
constructive step in improving 
nursing education and recommends 
that hospitals having schools of 
nursing carefully study the pro- 
gram and that they take advantage 
of the opportunities it offers for 
improvement in the education of 
nurses. 

“Much of the confusion and con- 
sternation that prevails on the part 
of the public, hospitals and profes- 
sional groups, including nurses 
themselves, relates to the conflict- 
ing recommendations that have 
been made with respect to future 
planning for health personnel. Far 
more important than accreditation 
and classification of schools of nurs- 
ing, school practices are the funda- 
mental problems of how to augment 
the numbers of nursing personnel 


available, the number and type of 
each category of nursing personnel 
needed, the responsibilities of each 
category of personnel to the pa- 
tient and to each other, and finally 
the organization of nursing person- 
nel in the health team for the de- 
velopment of health services com- 
mensurate with national needs.” 

A full discussion of this interim 
classification may be found on page 
44 of this issue of HOSPITALS. 

The trustees placed the Associa- 
tion on record as endorsing H.R. 
5940 “or such other bill providing 
aid to nursing education, provided 
that all schools of nursing licensed 
by the proper state licensing au- 
thorities be eligible for such aid.” 

Group practice study: The Coun- 
cil on Professional Practice has 
been considering a proposal for a 
study of group practice and its re- 
lationship to hospitals. The Board 
of Trustees authorized the Asso- 
ciation to make application to a 
foundation for a grant to finance 
such a study. 

Intern appointment: After lengthy 
discussion, the board voted to con- 
tinue Association support of the 
Cooperative Plan for Intern Ap- 
pointment in 1950-51, with some 
changes recommended by the Coun- 
cil on Professional Practice for im- 
provement of the plan. These sug- 
gested changes have been accepted 
by the American Association of 
Medical Colleges. 

Social security: Through Board ac- 
tion, the Association was author- 
ized to testify in Senate hearings 
in support of H.R. 6000, the social 
security measure that was passed 
by the House of Representatives 
last year. The board stipulated that 
such testimony should recommend 
strongly adequate provision of 
funds for hospital and medical care 
in addition to assistance for the 
aged, blind, and dependent chil- 
dren. “However,” the Board said, 
“such testimony should point out 
that. the recommended procedure 
for medical care for an additional 
category of permanently and to- 
tally disabled, or for temporary 
disabled, persons is apt to develop 
an inferior quality of care, some- 
times known in the field as ‘charity 
medicine’.” The Board said the tes- 
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timony should include a statement 


of the Association’s position that — 


legislation such as the Voluntary 
Health Insurance Bill would pro- 
vide a more satisfactory program 
designed to provide a high quality 
of care on a self-respecting basis 
to those who need assistance.” 

Illinois resolution: Recently a pub- 
lic disagreement arose among two 
Blue Cross plans in Illinois and Mis- 
souri and certain hospitals in that 
region. The Board discussed a reso- 
lution from the Illinois Hospital As- 
sociation asking that the trustees 
authorize action against Group Hos- 
pital Service of St. Louis until pres- 
ent differences are resolved. The 
Board instructed the executive di- 
rector to write the two Blue Cross 
plans concerned and to the Illinois 
and Missouri hospital associations 
“urging that such actions as have 
been taken, such as legal action and 
refusal to continue contract com- 
mitments, be rescinded during the 
arbitration procedure which has 
been instituted and agreed to by 
the two Blue Cross plans con- 
cerned.” The Board expressed its 
hopes that this arbitration may 
shortly settle “an admittedly intri- 
cate and difficult situation” without 
further public argument. 

Nurse recruitment: The trustees 
agreed to endorse the fund-raising 
program of the Committee on Ca- 
reers in Nursing, which now is 
responsible for student nurse re- 
cruitment. 

Pensions for staff: Staff employees 
of the Association may be enrolled 
soon in the National Health and 
Welfare Retirement Association’s 
Plan C, a pension plan developed 
by the Association and recom- 
mended to its member hospitals. 
The Board agreed that the Associa- 
tion should not assume responsi- 
bility for past service benefits of 
headquarters employees, as they 
are included under the old age and 
survivors provisions of the Social 
Security Act. The Board felt that, 
while salaries must be limited by 
a number of factors, continuity of 
service is of value to the Associa- 
tion. The pension plan is expected 
to aid in this respect. The Commit- 
tee on Finance will study the de- 
tails of the proposal and will report 
back to the Board. 

Committees: A new Committee 
on International Relations was es- 
tablished to assume the functions 
of the discontinued Council on In- 
ternational Relations. The new 
committee will operate under the 
Council on Government Relations. 
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Dr. Donald C. Smelzer, Hospital 
Planning Agency-Citizens’ Confer- 
ence, Philadelphia, was appointed 
committee chairman. Other mem- 
bers are Maj. Gen. George Arm- 
strong, Office of the Army Surgeon 
General, Washington; Howard E. 
Bishop, Robert Packer Hospital, 
Sayre, Pa.; Rt. Rev. Msgr. John R. 
Mulroy, director of Catholic Hos- 
pitals, Denver, and Dr. W. Frank- 
lin Wood, McLean Hospital, Wav- 
erly, Mass. 

Another new committee is the 
Committee on Mental Hospitals, 
chairman of which is Fred A. Mc- 
Namara, U.S. Bureau of the Budg- 
et, Washington. Other members are 
David W. Bishop, St. Elizabeth’s 
Hospital, Washington; Willard 
Couch, Illinois Department of Pub- 
lic Welfare, Springfield; Donald B. 
Rice, Trenton (N.J.) State Hospi- 
tal; Dr. Frank F. Tallman, Depart- 
ment of Public Health, San Fran- 
cisco; John Taylor, Jacksonville 
(Ill.) State Hospital, and Dr. F. H. 
Zimmerman, Colorado State Hos- 
pital, Pueblo. 

John H. Hayes, Lenox Hill Hos- 
pital, New York City, was appoint- 
ed chairman of the Committee on 
Veterans Relations. Other mem- 
bers are Ray Amberg, University 
of Minnesota Hospitals, Minneapo- 
lis; Dr. Guy W. Brugler, Children’s 
Hospital, Boston, and the Rev. Don- 
ald A. McGowan, National Catholic 
Welfare Conference, Washington. 

The Board also confirmed the ap- 
pointment of Dr. A. C. Bachmeyer, 
University of Chicago Clinics, as a 
member of the Committee on As- 
sociation Structure. 


Staff Title Changes 


Two position and title changes 
have been made in the Associa- 


tion’s headquarters staff. Albert V. 
Whitehall, secretary of the Council 
on Government Relations and di- 
rector of the Washington Service 
Bureau, has been named an assist- 
ant director of the Association. He 
will continue to serve as council 
secretary and director of the Wash- 
ington office. 

Leonard P. Goudy, Association 
purchasing specialist, has been 
named secretary of the Council on 
Administrative Practice in addi- 
tion to his purchasing duties. Mr. 
Goudy succeeds Kenneth William- 
son as council secretary. Mr. Wil- 
liamson, an assistant director of 
the Association, will continue in 
that capacity and will devote more 
time to cther Association duties. 
He will be assigned broader re- 
sponsibilities for programming all 
council activities of the Association. 


Mid-Year Conference 

Current state hospital association 
programs will be emphasized at 
the Mid-Year Conference of Presi- 
dents and Secretaries, February 
10-11. All sessions of this annual 
American Hospital Association 
event will be held at the Drake 
Hotel, Chicago. 

Subjects to be presented include: 
Financing indigent care, women’s 
auxiliary programs, public rela- 
tions, institutes for hospital person- 
nel, the standardized accounting 
program, hospital fire inspection, 
hospital safety programs and 
strengthening state associations 
through districting. A discussion of 
the report of the Association’s 
Committee on Insurance also will 
be included. 

Conference delegates will give 





Dr. Rene Sand, one of the three 
recipients of honorary memberships 
in the American Hospital Associa- 
tion presented at the Cleveland con- 
vention, just recently received the 
framed certificate of membership. 
Blaming the delay on the Belgian 
customs office, Dr. Sand wrote: 

“In thanking you most cordially 
for kindly sending me these tokens 
of the very high honor conferred up- 
on me by the American Hospital 
Association, I want to say how 
deeply moved I was by the terms of 
the citation and by the friendly 
spirit which dictated them. There is 
no document of which I can be 
prouder than this benevolent inter- 





TRIBUTE FROM BELGIUM 


pretation of my modest effort, in 
which I have been so much helped 
by the lessons I learned in your 
country and by the generous sup- 
port I received from the American 
Hospital Association as well as from 
other American organizations and 
from many of your compatriots. This 
still enhances the privilege of being 
an honorary member in an Associa- 
tion which has to its credit splendid 
achievements in the cause of hospi- 
tal progress and human welfare.” 

Dr. Sand is professor of social 
medicine at the University of Brus- 
sels and honorary secretary-general 
of the Ministry of Public Health and 
the Family. 
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short presentations describing each 
main subject. Representatives of 
local, state and regional hospital 
associations attending the confer- 
ence then will describe the pro- 
gram in their states. Open discus- 
sion will conclude presentation of 
each topic. 

In addition to morning and af- 
ternoon sessions on Friday and a 
morning meeting on Saturday, 
luncheons are being planned for 
both days. It is tentatively planned 
that a summary report will be giv- 
en on the New York State Hospital 
Study, recently completed by Eli 
Ginzberg, Ph.D., of Columbia Uni- 
versity, Friday noon. A discussion 
of current trends in nursing is be- 
ing arranged for the Saturday 
luncheon, which cencludes the con- 
ference. 


1950 Institutes 


This year, for the first time, 
nine of the 21 institutes to be spon- 
sored by the American Hospital 
Association will be conducted in 
conjunction with state and re- 
gional hospital association meet- 
ings. These institutes will immedi- 
ately precede or follow the state 
or regional meetings. 

The new plan is based on the 
success of the two institutes held 
during the past two years with 
the Midwest Hospital Association. 
All those to be conducted with 
other meetings are two-day insti- 
tutes. 

The schedule for 1950 institutes 
follows: 

Two-day: Purchasing, March 10- 
11, Texas Hospital Association, 
Galveston; Personnel, March 30- 
31, New England Hospital Assem- 
bly, Boston; Accounting, April 3- 
4, Southeastern Hospital Confer- 
ence, St. Petersburg; Purchasing, 
April 10-11, Midwest Hospital As- 
sociation, Kansas City; Public Re- 
lations, April 27-28, Association of 
Western Hospitals, Seattle; Ac- 
counting, May 4-5, Tri-State 
Hospital Association, Chicago; 
Accounting, May 9-10, Carolinas- 
Virginias Hospital Conference, 
Charleston; Public Relations, May 
15-16, Upper Midwest Hospital 
Conference, Minneapolis; Dietetics, 
May 22-23, Middle Atlantic Hos- 
pital Assembly, Buffalo. 

Five-day: Establishment, Janu- 
ary 16-20, Chicago; Nurse Anes- 
thetists, February 13-17, Chicago; 
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Engineering, April 24-28, St. 
Louis; Accounting, May 22-26, 
Houston; Pharmacy, June 19-23, 
Ann Arbor, Mich.; Laundry, June 
26-30, Berkeley, Calif.; Purchas- 
ing, July 31-August 4, Palo Alto, 
Calif.; Medical Records, August 
28-September 1, Chicago; House- 
keeping, November 27-December 
1, Chicago; Dietetics, December 4- 
8, Chicago; Planning, December 4- 
8, Chicago. A personnel workshop 
will be conducted over a period of 
several weeks next summer at 
Ithaca, N. Y. 


Recruiting Film 


A nurse recruiting film produced 
by the Cincinnati Movie Club now 
is available to all institutional 
members of the American Hospital 
Association. The 16mm, _ color- 
sound movie, ‘‘Deed to Happiness,” 
was produced by the amateur 
group to promote interest in nurs- 
ing and to alleviate the shortage of 
nurses in Cincinnati and south- 
western Ohio. While the movie 
club, using volunteer workers and 
some borrowed equipment pro- 
duced the film for less. than $400, 
it would have cost an estimated 
$25,000 had it been made by a 
commercial motion picture com- 
pany. , 

One print of “Deed to Happiness” 
has been added to the Association’s 
film library to supplement its 
other nurse recruitment film, ‘‘Girls 
in White.” The new film is available 
for rental at $4 for a two-week 
period. 


Awards for Publications 


A two-color brochure announc- 
ing the Association’s public rela- 
tions campaign, “Telling Your Hos- 
pital’s Story,” has been chosen for 
exhibition by the American Insti- 
tute of Graphic Arts at New York 
City. The piece was mailed last 
September to all institutional 
members of the Association. Con- 
sidered to be one of the most im- 
portant national printing awards, 
the folder plus the campaign let- 
terhead and kit will be part of a 
national competition of printed 
pieces produced by the entire 
graphic arts industry. The exhibi- 
tion, “Printing for Commerce,” 
will open in New York City some- 
times next month and then will 
tour the larger cities of the nation 
for one year. The Association and 


the artists who designed the bro- 
chure each will receive a certificate 
of excellence from the Institute of 
Graphic Arts. 


New Life Members 


Last month 18 persons were 
added to the Association’s roster 
of life members. There now are 
284 persons so designated. Personal 
members who have paid dues for 
25 years are eligible for the life 
membership classification, which 
exempts them from any further 
payment of dues. 

The new life members are: 

Bristow, Louis J., consultant, 
Lakeshore Hospital, New Orleans. 

CAMPBELL, PRISCILLA, superin- 
tendent, Public General Hospital, 
Chatham, Ont. 

CaRTER, F. G., M.D., superintend- 
ent, St. Luke’s Hospital, Cleveland. 

CLAIBORNE, ESTELLE D., R.N., 
administrator, St. Louis Children’s 
Hospital. 

CLAUSER, E. H., M.D., staff mem- 
ber, Ball Memorial Hospital, Mun- 
cie, Ind. 

CorRWIN, Epwarp H. L., P#.D., 
New York Academy of Medicine, 
New York City. 

ENTLEY, WILLIAM D., superin- 
tendent, Arnot-Ogden Memorial 
Hospital, Elmira, N.Y. 

HEFFINGER, FRED W., superin- 
tendent, Manhattan Eye, Ear & 
Throat Hospital, New York City. 

McMILLIN, P. J., superintendent, 
Baltimore City Hospitals. 

MILLER, VERONICA, R.N., super- 
intendent, Henrotin Hospital, Chi- 
cago. 

POWELL, CHARLES A., M.D., di- 
rector, Massachusetts Memorial 
Hospital, Boston. 

RANKIN, W. S., M.D., director, 
hospital section, Duke Endowment, 
Charlotte, N.C. 

SELTZER, WILLIAM B., Creston, 
Iowa. 

StsteR M. Onivia, R.N., dean, 
School of Nursing Education, Cath- 
olic University of America, Wash- 
ington, D.C. 

SmitH, M. Marion, R.N., New 
York Infirmary, New York City. 

SNYDER, ERNEST R., Howard Ci- 
ty, Michigan. 

Witson, BELLE, cashier, Olney 
(Ill.) Sanitarium. . 

WricHT, LesLig H., M.D., Mc- 
Guire Veterans Administration 
Hospital, Richmond, Va. 
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Hospital Insurance Rate Reductions 


Largely as a result of the sur- 
vey made by the American Hos- 
pital Association’s Committee on 
Insurance for Hospitals, many state 
hospital associations throughout 
the country now are negotiating 
with state fire rating bureaus and 
state insurance commissioners in 
an effort to reduce hospital fire in- 
surance rates. 

The Association’s insurance com- 
mittee, which functions under the 
Council on Administrative Prac- 
tice, reported last summer that 
hospitals’ claims for fire insurance 
had averaged only 13.8 per cent of 
the total premiums paid over a 
five-year period. 

Since the results of the survey 
were published several months 
ago, 11 states have taken action 
aimed at insurance rate readjust- 
ments. Hospitals in Pennsylvania 
received a reduction in fire insur- 
ance rates ranging from 10 per 
cent to 20 per cent, depending up- 
on type of structure. Pennsylvania 
hospitals that reported to the As- 
sociation and were included in the 
survey would benefit over a five- 
year period in the amount of about 
a half million dollars. 


In California, members of the 
Insurance Committee of the Asso- 
ciation of California Hospitals have 
met with representatives of the 
Pacific Rating Bureau and with the 
state insurance commissioner for 
consideration of a separate classifi- 
cation for hospital properties. 

Several members of the Tennes- 
see Hospital Association have met 
with the state insurance commis- 
sioner and have discussed the pos- 
sibility of reducing hospital insur- 
ance rates by 20 to 30 per cent 
sometime this year. Hospitals there 
would be classified with state- 
Owned buildings under the pro- 
posed arrangement. 


Those state associations that 
have appointed committees to meet 
with fire insurance commissioners 
are in New Jersey, California, 
Tennessee, New York, Texas, Penn- 
sylvania, Ohio, Missouri, Florida, 
West Virginia and Indiana. In ad- 
dition, several individual hospitals, 
through their boards of trustees, 
have appointed committees to in- 
vestigate their insurance. Numer- 
ous groups of hospitals around the 


JANUARY 1950, VOL. 24 


country also have shown a renewed 


_ interest in insurance and have is- 


sued statements endorsing rate re- 
ductions. 

December ‘meeting: The Associa- 
tion’s insurance committee met 
twice in Chicago last month, once 
with representatives of the Na- 
tional Board of Fire Underwriters, 
who are leaders in the insurance 
industry. 

At the meeting, the functions of 
the National Board of Fire Under- 
writers were reviewed, as were the 
methods by which fire insurance 
rates are established. Those at the 
meeting analyzed in detail the in- 
surance committee’s survey and 
statistics published by the Associ- 
ation. 

They analyzed fire insurance 
rates in various sections of the 
United States. Hospital insurance 
rates were compared with rates for 
office buildings, hotels and public 
buildings. The Association com- 
mittee expressed its belief that (1) 
there should be a reclassification 
of hospital buildings for insurance 
rates and (2) consideration should 
be given to a reduction in rates for 


hospitals on the basis of figures. 


available. 

The fire underwriters agreed 
that consideration would be given 
to the committee’s request for a 
reclassification of hospitals. They 


expressed the belief that the in- 
surance industry will be willing to 
cooperate. The industry, they said, 
recognizes the position of hospitals 
and is anxious to review the situa- 
tion. 

To help hospitals work out in- 
surance adjustments on the state 
level, the Association plans to send 
a statement to officers of state as- 
sociations. 


Cancer Film Award 

The first in a series of six medi- 
cal teaching films on cancer re- 
cently was awarded a first prize in 
the division of films on medicine 
and science by the Tenth Inter- 
national Exhibit of Cinemato- 
graphic Arts at Venice, Italy. Spon- 
sored by the American Cancer 
Society and the National Cancer 
Institute of the Public Health Serv- 
ice, all the films in the series deal 
with the problem of early diag- 
nosis. 

The prize-winning first film pre- 
sents the medical aspects of the 
cancer problem and is titled, ““Can- 
cer: The Problem of Early Diag- 
nosis.”’ The second film, which now 
is ready for distribution, is con- 
cerned with the problem of early 
diagnosis in breast cancer. The 
final four films in the medical 
teaching series will be devoted to 
cancer of the gastrointestinal tract, 
cancer of the uterus, cancer of the 
lung and esophagus, and intra-oral 
cancer. These films are scheduled 


LT. COL. Umberto De Martino, military attache of the Italian Embassy, presented a silver 
medal in behalf of the Italian Government to Dr. John R. Heller Jr., (center) of the Na- 
tional Cancer Institute of the Public Health Service, and Dr. Charles S. Cameron of the 
American Cancer Society, for their medical film "Cancer: The Problem of Early Diagnosis." 
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to be completed and released with- 
in the next two years. 


Hess Report Withdrawn 


When the American Medical 
Association’s House of Delegates 
met in Washington last month for 
its clinical session, it abided by the 
request of the board of trustees 
and sent the controversial report 
of the Committee on Hospitals and 
the Practice of Medicine back to 
its parent committee. This “Hess 
report,” approved by the house in 
Atlantic City last June, recom- 
mended action against hospitals 
that “practice medicine” and “fur- 
nish medical services for a profes- 
sional fee which shall be divided 
as to produce profit” for hospitals. 

In November the medical associ- 
ation’s board of trustees asked that 
the report be rescinded because it 
is considered “illegal and contrary 
to previous court decisions.” Later 
the board changed its request to 
read “reconsider” instead of “re- 
scind,” and it asked that the com- 
mittee ‘consider removing those 
portions of the report which may 
be interpreted as being in conflict 
with any law.” 

In Washington last month, house 
action on this report was hazy and 
few persons were certain what 
really did happen. In Chicago after 
the session, however, staff mem- 
bers of the medical association’s 
Council on Medical Service report- 
ed that the house did, in effect, 
rescind approval of the report and 
that it was returned to the com- 
mittee. 

The board of trustees also rec- 
ommended that a committee be ap- 
pointed ‘“‘to approach the American 
Hospital Association and the Amer- 
ican College of Hospital Adminis- 
trators with a view to arriving at 
some satisfactory solution of this 
problem.” By the last week in De- 
cember no such proposal had been 
made to the American Hospital 
Association. 

Annual dues: In its 102-year his- 
tory, the American Medical Asso- 
ciation has never assessed its mem- 
bers annual dues. At the Washing- 
ton session, however, the house 
approved annual dues “not to ex- 
ceed $25.” Failure to pay the dues 
could result in forfeiture of active 
membership. 

Dr. Fishbein: The Board an- 
nounced the retirement of Dr. Mor- 


ris Fishbein as editor of the Jour- 
nal of the American Medical 
Association. Dr. Fishbein has been 
with the association for 37 years 


and was editor of the journal for | 


25 years. The board reported that 
his retirement was “by mutual 
agreement.” In Atlantic City last 
June, the house of delegates or- 
dered a restriction on Dr. Fish- 
bein’s speaking activities. In Chi- 
cago last month, Dr. Fishbein 
announced that he will work as a 
consulting medical editor to a 
publishing company and will con- 
tinue his medical writing career. 
The association has made arrange- 
ments for ‘adequate lifetime re- 
muneration” for him. 

Dr. Fishbein has been succeed- 
ed as editor by Dr. Austin Smith, 
director of the Division of Therapy 
and Research and Secretary of the 
Council on Pharmacy and Chem- 
istry. Dr. Robert T. Stormont, 
medical director of the Federal 
Food and Drug Administration, 
was named Dr. Smith’s successor 


* as council secretary. 


Hospitalized veterans: The house 
voted to form a committee to study 
proposals for treatment of veter- 
ans with nonservice disabilities in 
civilian hospitals. Members of this 
committee are to confer with rep- 
resentatives of the American Hos- 
pital Association and the Veterans 
Administration. 

Other action: The association 
passed a resolution disapproving 
S.1453, a bill providing federal aid 
for medical education. This bill has 
been passed by the Senate and is 
awaiting House of Representatives 
action. A summary of S.1453 ap- 
pears on page 47 of this magazine. 


~Another resolution urged stand- 


ardization of equipment used in 
procurement and dispensing of 
blood. 


Ginzberg Report 


In a comprehensive report of 
New York hospitals made by the 
New York State Joint Hospital Sur- 
vey and Planning Commission and 
Columbia University, the State of 
New York was asked to increase 
its yearly budget for hospital care 
by 25 per cent. The 15-month hos- 
pital study, directed by Eli Ginz- 
berg, Ph.D., of the Columbia Grad- 
uate School of Business, covers all 
the major questions of hospital 
care as they affect the patient, the 












doctor, the hospital, government 
and the community. A review of 
the report, “A Pattern for Hospital 
Care,” may be found on page 89 
of this issue. 

According to Mr. Ginzberg and 
his associates, even though annual 
expenditures for hospital care in 
the state now have reached nearly 
$400,000,000 the state government 
should increase its annual expen- 
ditures by $23,000,000. The pres- 
ent yearly budget for the state is 
$87,000,000. 

It was recommended that the 
major part of the increased state 
expenditures be appropriated to 
mental hospitals to take care of 
the increasing number of mental 
patients and to expand the treat- 
ment program. Of the $23,000,000 
increase suggested, $13,500,000 of 
it would go for mental illness— 
$11,000,000 for hospitals and $2,- 
500,000 to communities for de- 
veloping mental hygiene clinics. 

Mr. Ginzberg proposed also that 
the state should give no subsidies 
at this time to voluntary general 
hospitals because, “although they 
are still in a tight financial position, 
their situation has begun to ease 
and, if business conditions remain 
stable, will continue to improve.” 
This finding was based on the fact 
that almost 60 per cent of all the 
people in the State of New York 
now are covered by some form of 
hospital insurance on a voluntary 
basis. It was predicted that figure 
may reach 85 per cent. 

The total proposed increases for 
the annual and _ developmental 
programs to be financed by the 
state are in the following table: 


Construction 


an 

Type of Care Annual Development 
(Millions of Dollars) 
General Hospital None None 
Mental Disease 13.5 48.0 
Tuberculosis 3.2 None 
Chronic Illness 2.8 2.0 
Ambulatory 3.3 1.5 
Total 22.8 51.5 


A number of recommendations 
were made to local governments, 
asking they adopt a liberal attitude 
toward the payment of general 
hospitalization for older people who 
have chronic disease but who could 
profit from intensive treatment. 
Local governments also were asked 
to consider the possibility of reim- 
bursement to voluntary hospitals 
for outpatient and diagnostic serv- 
ice to public charges. 
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Increase in Non-Group Enrollment 


More than 3,500,000 persons who 
do not have group affiliations now 
are enrolled in Blue Cross hospital 
service plans throughout the coun- 
try. Of the 90 plans now in opera- 
tion, 71 have opened their ,mem- 
bership for non-group enrollment 
and 10 plans are preparing to do so 
soon. This leaves only nine plans 
not yet ready to accept this type of 
subscriber. 

The largest non-group enroll- 
ment was reported in the Boston 
plan where 454,472 persons en- 
rolled as of June 30, 1949. Other 
plans that have large non-group 
enrollments are in New York City, 
Portland, Maine, Topeka, Kan., 
Providence, R.I., Concord, N.H. 

Similar direct enrollment pro- 
grams are under way in Blue 
Shield plans. Thirty-nine of the 67 
plans have enrolled almost 500,000 
individuals who have no group 
affiliations. Eight more plans are 
expected to join the program soon. 
New York City has the largest 
total enrollment with 65,658 mem- 
bers as of June 30, 1949. 

Eligibility requirements for di- 
rect enrollment in both groups 
vary. Usually membership is avail- 
able to those working in establish- 
ments with fewer than five em- 
ployees, to persons who are retired 
or self-employed, and to farmers, 
farm workers and those who are 
unemployed. Some plans have set 
an age limit of 65. 

Many of the plans_ recently 
opened their membership for di- 
rect enrollment. Three Blue Cross 
plans, at Durham, N.C., Bluefield, 
W.Va., and Charleston, W.Va., have 
offered this service since 1933. The 
oldest Blue Shield plan offering di- 
rect enrollment is in Fairmont, 
W.Va., which first offered such en- 
rollment in 1940. 


Membership Growth 


At the end of the third quarter 
of 1949, total membership of the 
Blue Cross plans in the United 
States and Canada had reached 35,- 
110,593. The net increase in mem- 
bership from July 1 to September 
30 was 556,581, according to an an- 
houncement published by the Blue 
Cross Commission. The new mem- 
bership is composed of 186,159 sub- 
scribers and 370,422 family de- 
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pendents. The total membership is 
composed of 15,116,572 subscribers 
and 19,994,021 family dependents. 

Of the total population in the 47 
states with plans and the District 
of Columbia, more than 22 per 
cent are members. In the seven 
Canadian provinces having Blue 





HOSPITAL ADMISSIONS 
NET IN-PATIENT 1948-ANNUAL BASIS 


PER 1000 PARTICIPANTS 


Am JJS A S$ ONO 
AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 


ADMISSION-STAY 


An average of 112 Blue Cross plan 
members per thousand were admitted 
to hospitals in October. This was only 
one more admission than in the pre- 
vious month, when an average of 111 
per thousand plan participants en- 
tered hospitals. The October 1949 rate 
was only a fraction of 1 per cent over 
the October 1948 rate of 111 per 
thousand. 

The average length of stay for plan 
members rose for the second month 
in succession from 7.37 days in Au- 
gust to 7.62 days in September. The 
September 1949 length of stay also 
was longer than that of the same 
period in 1948, when the hospital stay 
averaged 7.41 days. September 1949 
was the first time in two years that 
the length of stay had exceeded the 
average for the same period in 1947. 
The September figure this year was 
.21 days longer than the September 
1948 average and slightly higher than 
the 7.61 average for September 1947. 





Cross plans, nearly 23 per cent of 
the population are members. 

The largest net increase in mem- 
bership during the third quarter 
was reported by New York City 
with a growth of 81,451 members. 
Indianapolis was second with a net 
increase of 36,730 new members, 
and Chicago was third with 33,487 
new members. 

Plans in New York City, Boston, 
Chicago, Detroit, Philadelphia, 
Newark, Pittsburgh and Toronto 
now have more than _ 1,000,000 
members each. 

The largest percentage of state 
population enrolled was reported 
by Hospital Service Corporation of 
Rhode Island, Providence. In that 
state 72 per cent of the population 
is covered by Blue Cross. 


Assets and Liabilities 


For the first time, the Blue Cross 
Commission has prepared a finan- 
cial report of all Blue Cross plans 
for the first nine months of a year. 
Previous reports were on a six- 
month basis. The statement shows 
that as of September 30, 1949, the 
total admitted assets of the 90 ap- 
proved plans amounted to $178,- 
879,086. This was an increase of 
$25,437,473 (16.57 per cent) since 
December 31, 1948. 

A breakdown of assets and lia- 
bilities for the 90 plans during the 
first nine months of 1949 follows: 


ASSETS 
Percentage 
Amount of Total 


$ 45,561,156 25.47 

Accounts, Notes 

Receivable _... 
Investments 

Prepaid Expenses 

and Other Assets 

.$178,879,086 


8,650,872 4.84 
. 123,705,585 69.15 


961,473 54 
100.00 





TOTAL 
LIABILITIES 


Percentage 

Amount of Total 
Accounts, Notes 
Payable _..... 

Deferred Income... 


$ 45,164,442 25.25 
38,636,717 21.60 
Reserves ....... 95,077,927 53.15 


TOTAL -....-.--$ 178,879,086 100.00 


Total income of all plans for the 
first nine months of 1949 amounted 
to $283,950,678. A breakdown of 
the expenditures of this sum and 
the perecntage of each follows: 
Hospitalization _......$241,712,040 85.12% 
Operating Expense... 25,130,363 8.85 


Net Income to be 
added to Reserves 


.....$283,950,678 





17,108,275 6.03 
100.00% 
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The Second Session of Congress 


As Congress rekindles the lights 
on Capitol Hill this month, predic- 
tions of both parties’ leaders that 
hospital and medical care will take 
a front role among domestic issues 
take on more and more substance. 


Numerous developments in re- 
cent weeks are strong portents of 
an exceedingly interesting second 
session of the Eighty-first Congress 
lying six months ahead. Some of 
these developments: Federal Se- 
curity Administrator Oscar R. Ew- 
ing’s pronouncements on his health 
inspection tour of Europe, Sen. 
Paul Douglas’ plan for a modified 
type of compulsory health insur- 
ance, signs that President Truman 
will press for a new United Med- 
ical Administration and for estab- 
lishment of a Department of 
Health, Education and Welfare, the 
American Medical Association’s 
decision to oppose pending legisla- 
tion for federal aid of medical and 
nursing schools. 


Perhaps there never before was 
a time when this country’s hos- 
pitals had as great a stake in events 
in Washington. Whether they are 
to receive direct subsidies from the 
federal treasury, financial support 
in nurse training and/or a major 
role in the prospective school 
health services program are some 
of the questions expected to be 
decided in Congress this year. 

Hospitals also are involved in 
the matter of medical and hospital 
privileges .for dependents of mili- 
tary personnel and whether these 
privileges are to be continued or, 
as the Bureau of the Budget sug- 
gests, abolished or at least cur- 
tailed. Launching of a _ federal 
program for assistance of local 
public health units, liberalization 
and extension of the social secur- 
ity laws, creation of additional 
federal medical research institutes, 
conduct of a national survey of 
chronic illness and establishment 
of a national science foundation 
are other measures which will be 
pushed by the White House in 
1950. 

Majority leaders in both the 
House and Senate, acting under 
direction of President Truman, are 
expected to press for “showdown” 
votes on as many of these issues 
as possible, with an eye to cam- 
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paign ammunition for the congres- 
sional elections next fall. It will be 
their aim to get these “must” bills 
passed and, with reference to those 
that are not enacted, to obtain a 
record as to whether such-and- 
such a member voted “aye” or 
“nay.” 

Senator Douglas’ plan. Only a day 
before he entered a Washington 
hospital himself, for treatment of 
a war wound, Senator Douglas 
told reporters of his idea for health 
insurance for “catastrophic” ill- 
nesses. He said he expects to in- 
troduce a bill embracing this 
principle which, briefly, would re- 
quire all individuals and families 
in middle-income brackets to en- 
roll in a government-sponsored 
insurance plan that would protect 
against expenses incidental to ex- 
traordinary sieges of illness. The 
Illinois Democrat inclines to a 5 
per cent base line. Hence, a fam- 
ily whose income is $3,000 an- 





Dr. Hawley to Succeed Dr. 
MacEachern at College 


Effective March 1, Dr. Paul 
R. Hawley, chief executive 
officer of the Blue Cross and 
Blue Shield Commission, will 
succeed Dr. Malcolm T. Mac- 
Eachern as director of the 
American College of Sur- 
geons. In an announcement 
late in December, Dr. Arthur 
W. Allen, chairman of the 
college’s board of regents, 
said Dr. MacEachern will de- 
vote most of his time to 
supervising the hospital ac- 
tivities of the college. No 
plans have been announced 
for a successor to Dr. Hawley 
on the Blue Cross and Blue 
Shield Commissions. 

Dr. MacEachern has been 
in charge of hospital activities 
of the college since 1923. He 
was associate director from 
1923 until last October, when 
he became director. 

Dr. Hawley, former chief 
medical director of the Vet- 
erans Administration, has 
been with the Blue Cross 
and Blue Shield Commissions 
since April 1, 1948. 











nually would pay its own doctor 
and hospital bills up to the $150 
mark each year. All expenses be- 
yond that point would be paid 
from the insurance fund. 
Senator Douglas said he would 
like to see administration of the 
plan turned over to local Blue 
Cross ‘and Blue Shield organiza- 
tions, in the interest of decen- 
tralization. He argued that the 
American Medical Association 
merits strong criticism if it 
withholds support of the proposal 
and depreciated the administra- 
tion’s Thomas-Murray-Dingell 
scheme for full-coverage national 
health insurance as an expensive 
and unnecessarily broad program 
to which he is strongly opposed. 
Sen. Lester Hunt (D., Wyo.), a 
dentist, and Representative Reva 
Beck Bosone (D., Utah) are among 
other members of Congress who 
have expressed interest in a type 
of insurance such as Senator Doug- 
las is championing. It is not wholly 
unlikely that, should the idea show 
signs of gaining popular support, 
it might also recruit assistance on 
the part of a group of liberal Re- 
publicans in the House and Sen- 
ate, led by Sen. Ralph E. Flanders 
of Vermont and Rep. Christian A. 
Herter of Massachusetts, who have 
been attempting to stave off the 
Thomas-Murray-Dingell Bill with 
a plan for federal subsidization of 
voluntary prepayment plans. 


Nurses’ Salary Scale 


Pay increase bills passed by 
Congress last fall affected the sal- 
aries of nurses in federal employ, 
both under Civil Service and in 
the military. The following is a 
summary of the new salary scale 
for these nurses. 

Commissioned corps nurses of 
Army, Navy, Air Force and Public 
Health Service receive the same 
rates of pay. Starting pay of a sec- 
ond lieutenant as well as Navy en- 
sign and junior assistant nurse in 
the Public Health Service, is $2,565 
annually. To this is added $504 for 
meals. Quarters allowance, in ad- 
dition, is $900 if the nurse has de- 
pendents and $720 if she has 
no dependents. If the nurse lives 
in government-furnished quarters, 
this allowance is withheld. 

In the higher grades, a first lieu- 
tenant, having no dependents and 
furnishing her own housing and 
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poard, receives $4,306 annually; 
captain, $5,166; major, $6,111; 
lieutenant colonel, $7,056; colonel, 
$8,604. Rental allowance ranges 
from $60 monthly (without de- 
pendents) for a second lieutenant 
to $105 for a colonel. No deduction 
is made except for withholding 
tax. 

The grade “senior nurse officer” 
in the Public Health Service cor- 
responds to lieutenant colonel 
(Army and Air Force) and com- 
mander (Navy). “Nurse officer,” 
corresponds to major and lieuten- 
ant commander; “‘senior assistant,” 
to captain and lieutenant; “assist- 
ant,” to first lieutenant and lieu- 
tenant (junior grade); ‘junior as- 
sistant,” to second lieutenant and 
ensign. 

Reserve nurses of the Public 
Health Service have 6 per cent of 
their pay deducted for retirement, 
in common with Veterans Admin- 
istration nurses and all Civil Serv- 
ice employees. 

Civil Service nurses in Public 
Health Service, the Bureau of In- 
dian Affairs and other branches of 
the federal government are in 
grades ranging from GS-5 to GS- 
11. Entering salaries start at $3,100 
a year and go up to $5,400 for the 
top grade. At stations where quar- 
ters and/or meals are furnished, 
pay deductions are made. 

In the Veterans Administration, 
a junior grade nurse starts at $3,- 
400 and she may reach a ceiling of 
$4,200 within that grade; associate 
grade, $4,000 to $4,800; full grade, 
$4,600 to $5,350; senior grade, $5,- 
400 to 6,400; assistant director, $6,- 
400 to $7,400; director, $11,500 to 
$12,500. Deductions for room and 
board range from $509.58 to $643.- 
36 annually. 


Publication of Hearings 


A 995-page volume containing 
testimony which was presented last 
summer before the House Inter- 
state and Foreign Commerce Com- 
mittee on the subject of national 
health legislation—compulsory in- 
surance, hospital expansion, and 
aid to professional education—was 
issued by the committee in De- 
cember. 

Statements of many leaders in 
the health field who appeared as 
Witnesses are included. 

The reports of these hearings 
are not purchasable but they may 
be obtained, up to the limit of 
Supply, upon written application to 
the House Interstate and Foreign 
Commerce Committee, House Office 
Building, Washington 25, D.C. 
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~" Water — Sterile to the Last Drop 


(tk Rifle sels Pour olde such 


Pour-O-Vacs give you a vacuum closure for 
sterile water—a positive technique for keeping 
fluids sterile during long periods of storage. 


THE Pour-O-Vac SEAL is a scientifically de- 
signed closure consisting of a heat-resistant 
rubber collar which fits over glass container. 
Phenolic cap which fits over this collar effects 
a vacuum seal when depressed, protecting flask 
and contents from contamination. 

Where water is drawn off continually from a 
water sterilizer into pitchers and basins covered 
by metallic caps or drapes and handled care- 
lessly, it may be quickly rendered unsterile. 
With the use of Pour-O-VAc, water can be 
poured from containers without danger of 
contamination because tip of collar is sterile. 
Finger contact is eliminated. 


Pour-O-Vac SEALs can be sterilized repeatedly 
and used throughout an exceptionally long 
life. They fit 500, 1000, 2000, and 3000 ml. 
Fenwal Containers. 

An ideal combination for the preparation, 
handling and storage of water is a Castle Re- 
flux Still and a supply of Fenwal flasks and 
Pour-O-VAC SEALs. 


Pour-O-VAC means improved safety for patient. 


Available through all authorized Castle dealers 
or write: Wilmot Castle Co., 1184 University Ave., 
Rochester 7, N. Y. 


BACTERIOLOGICAL APPARATUS 





Collar is placed over flask, 
hugging neck and lip of con- 
tainer; cap is placed loosely 
over cover during sterilization. 


Pressing cap effects vacuum 
seal. 


Cross sections of Pour-O-Vac 
before and after pressing cap 
showing how vacuum-tight 
closure is effected. 
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Hospital Building in 1950 


Hospitals and institutional con- 
struction throughout the nation 
this year is expected to increase 
about 30 per cent despite a slack- 
ening off in most other types of 
building. This outlook was predict- 
ed in a joint report by the labor 
and commerce departments. 

Construction activity for non- 
profit and proprietary hospitals 
and institutions for 1950 is esti- 
mated to amount to $265,000,000. 
This is a 32.5 per cent -increase 
over 1949 when $200,000,000 was 
spent. City, state, county hospitals 
and institutions and Veterans Ad- 
ministration hospitals show a 28 
per cent increase in their 1950 esti- 
mates over 1949 construction ac- 
tivity. Last year these hospitals 
spent approximately $450,000,000 
and this year, $575,000,000. Thus 
total hospital and institutional con- 
struction in 1949 was $650,000,000 
as compared with an estimated 
$840,000,000 this year. 

Veterans Administration: At the 
end of 1949, postwar hospital con- 


struction by the Veterans Admin- 
istration showed good progress 
with the opening of five new hos- 
pitals. These new hospitals have 
a total of 2,477 beds of which 1,649 
are for neuropsychiatric patients 
and 828 beds are for general med- 
ical and surgical patients. Com- 
pleted additions to existing facil- 
ities have a total of 10,362 beds, 
which now are in use. Of this total, 
8,144 of the beds are for neuropsy- 
chiatric patients, 1,697 for general 
medical and surgical and 521 beds 
for tuberculosis patients. 

In 1950 the number of hospitals 
scheduled for completion will bring 
up sharply the number of Veterans 
Administration hospitals in opera- 
tion to an estimated 32. It is ex- 
pected that of the hospitals now 
under construction, with a total 
capacity of 18,012 beds, 11,522 beds 
will be completed this year. An 
additional 1,689 beds will be avail- 
able in new additions to existing 
facilities. Most of the general hos- 
pitals will have a varying number 





The first hospital in the nation to 
receive a federal grant under the 
Hill-Burton Hospital Survey and 
Construction Act was dedicated last 
November at ceremonies in Lang- 
dale, Ala. The dedication took place 
just two years after the hospital was 
approved for aid by the Public 
Health Service. 

Named the George H. Lanier Me- 


HILL-BURTON DEDICATION 





persons in the Chattahoochee Val- 


trator. 





morial Hospital, the 90-bed institu- 
tion cost about $1,700,000, of which 
the federal government provided 
about $553,000. It will serve 35,000 


ley and surrounding area. 

Burton M. Battle, formerly super- 
intendent of the Sara Mayo Hospi- 
tal, New Orleans, is the adminis- 














of beds for tuberculosis patients 
and 20 to 30 per cent of the beds 
will be for neuropsychiatric pa- 
tients. 


Of the 27 veterans hospitals that ° 


are to be completed by the end of 
this year, 17 are scheduled to open 
by July 1. With the exception of a 
1,965-bed neuropsychiatric hospi- 
tal at Peekskill, N.Y., all ate gen- 
eral medical hospitals. A list of 
the location of the 16 hospitals and 
bed capacity of each follows: 

Buffalo, N.Y., 1,005; Brooklyn, 
1,000; Iron Mountain, Mich., 250; 
Fresno, Calif., 250; Wilmington, 
Del., 300; Big Spring, Texas, 250; 
Fort Wayne, Ind., 200; Minot, N. 
Dak., 162; Manchester, N.H., 150; 
Shreveport, La., 450; Altoona, Pa., 
200; Saginaw, Mich., 200; Grand 
Island, Neb., 200; Erie, Pa., 200; 
Little Rock, Ark., 500; Marlin, 
Texas, 200; Spokane, Wash., 200. 

Hill-Burton: With the newly 
passed amendment to the Hospital 
Survey and Construction Act, con- 
struction activity of nonfederal 
hospitals will increase greatly this 
year. 

By the first of December, 981 
Hill-Burton project applications 
had been approved. (Of this total, 
631 were initial applications, 350 
were final.) Sixty hospitals already 
have been completed. Total con- 
struction costs of the approved 
applications were $641,000,000. The 
federal government’s share was 
$195,000,000. 

Now, with the government pro- 
viding twice as much money, con- 
struction will be possible in many 
areas where it was not feasible last 
year. To date, 31 states have adopt- 
ed the flat percentage system as 
set up under the amended Hill- 
Burton Act. 

The following table shows these 
states, their allotment percentages 
and the flat percentage each has 
selected for determining the amount 
of federal money to be allocated to 
each project in the state: 


Federal Federal 
Allotment Percentage 


State Percentage Selected 
Alabama ... 68.66 66.6 
Arizona .. 56.75 50.0 
Arkansas . 72.02 60.0 
Colorado _........ .. 47.64 43.3 
Dist. of Columbia... 38.89 33.3 
Lo 66.4 60.0 
|): SSR Dee 53.37 33.3 
eee: 38.8 38.8 
EERE 51.06 50.0 
lowa 55.75 33.3 
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Kansas . 53.57 40.0 
Kentucky 67.79 66.66 
Louisiana... ae . 65.98 65.0 
Maine : 56.28 55.0 
Maryland .. 44.24 44.0 
Minnesota . 55.64 45.0 
Mississippi -. 75.0 66.66 
New York . 333 33.3 
North Carolina _ . 67.03 44.0 
North Dakota . 46.5 46.5 
Ee ‘ ... 45.04 33.3 
Oklahoma... . 65.35 60.0 
Oregon. ............-..---. 50.07 33.3 
Pennsylvania ....... 48.44 40.0 
South Dakota .............. 50.51 50.0 
Texas ; .. 58.54 50.0 
a .. 55.59 33.3 
Wisconsin... ee . 50.04 45.0 
Puerto Rico ~ 75.0 66.6 


A few states are expected to 
adopt the variable percentage sys- 
tem. 


Fund-Raising Success 


Residents of Kingsport, Tenn., 
recently pledged almost one mil- 
lion dollars for an addition to the 
Holston Valley Community Hospi- 
tal. The present hospital, a 145-bed 
institution, serves about 100,000 
people. At the beginning of No- 
vember, the hospital set out to raise 
$745,000 to construct a new wing 
costing about $1,100,000. By the 
end of November $990,645.94 had 
been pledged to the expansion 
campaign. The drive was conduct- 
ed by members of the community. 

George W. Eutsler is director of 
the hospital. 


Premature Nursery 


A completely modern center for 
the care of premature babies was 
officially opened last month at 
Presbyterian Hospital, New York 
City. The 20-incubator nursery is 
divided into five wards with an 
ultimate capacity of six incubators 
each. The unit also contains a 
nurses’ station, a room for for- 
mula preparation, a nurses’ locker 
room and administration offices. 

Special features of the nursery 
itself are piped oxygen to each in- 
cubator, piped filtered fresh air, 
built-in suction equipment, trans- 
parent plastic incubators, special 
air conditioning, pressure steriliz- 
ing equipment and special double 
vacuum type glass windows to pre- 
vent condensation and heat loss. 


One-third of the cost of the new - 


nursery has been financed by the 
federal government under the Hill- 
Burton program. The hospital is 
Providing the balance of the cost. 
Additional help may come from the 
city and state in their proposal to 
Subsidize the hospitals to the ex- 
tent of $12 a day. The hospital has 
estimated the cost of caring for a 


' premature infant at $18 a day. 
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A Fund Raising Organization 
e of Hospital Experts 
e for Hospital Campaigns 


(25 years of successful experience in the hospital field) 
* * * 


EXAMPLES OF SOME OF OUR 
RECENT CAMPAIGNS 


Annapolis Emergency Hospital June, 1949 
Annapolis, Maryland Population: 13,069 
T° New Wing)... aetna igi etiam des ic 
Raise $508,315 


Number of Gifts one LS DS _.. 4,820 


. Total Cost (Including both fixed fee and 


an ms Oa. ss ees 6.0%, 
* * 


Deaconess Hospital December, 1948 
Grand Forks, North Dakota Population: 20,228 
Goal (for New _— SES eee $500,000 
Raised ..... ae EE a aucgduiidealecee nae $502,086 
Number of Gifts... ce cos ceeeee eee nee 
Total Cost (Including both fixed fee and 

all campaign expenses)... 2.2. 6.4%, 


* * * 


CORNING HOSPITAL February, 1949 
Corning, New York Population: 16,212 
Goal (for New Wing) $325,000 
Raised $451,600 
Number of Gifts 7,894 
Total Cost (Including both fixed fee and 

all campaign expenses) 5.7% 


* * 


*Peninsula General Hospital May, 1949 
Salisbury, Maryland Population: 10,313 
Goal (for New — $350,000 
Raised ..... a $473,725 
Number of Gifts. 
Total Cost (Including both fixed fee and 

i ee En eee 6.2% 














*Our second successful campaign for Peninsula General Hospital. 





When your Board's next fund raising problem arises, your 
first move toward campaign victory will be to request a 
Haney consultation . . . without any obligation or expense. 





CHARLES A. HANEY 
& 
ASSOCIATES, INC. 


259 WALNUT STREET 
NEWTONVILLE 60,MASSACHUSETTS 
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New Hospital Nursing School Group 


As an outgrowth of recent de- 
velopments in nursing education, 
discussed in an article on page 44 
of this issue, a new National Or- 
ganization of Hospital Schools of 
Nursing has been formed. 

Headquartered in Atlanta, the 
new organization has chosen H. 
Louie Wilson as president and Lucy 


I. Mace, R.N., as secretary-treas- 
urer. Mr. Wilson is superintendent 
of the Alachua Hospital, Gaines- 
ville, Fla. 

The new organization opposes 
the recommendations of the 1948 
report, “Nursing for the Future,” 
by Esther Lucile Brown, Ph.D. As 
a result of the Brown report, an 


interim classification of hospital 
schools of nursing recently was es- 
tablished through action of a joint 
board of six national nursing or- 
ganizations. In her report, Miss 
Brown recommended abolition of 
most hospital nursing schools not 
conducted by universities or col- 
leges but said, ‘the continued ex- 
istence of a considerable number 
is essential for an interim period 
until adequate other facilities have 
been established and are sufficiently 


so 


of the 
mittec 
durin; 
is an 
over | 
the Cc 
ing, WV 
Inc! 
cent 1 
in 26 
dle - 
admit 
than | 
and € 
but 01 
1949. 
Dec 


to 22 
21 sti 
was h 
tral re 
of the 
tral, : 





patronized to guarantee a steady 
flow of personnel into nursing.” 

The new organization of hospital 
schools of nursing objects to the 
publication of a list of hospital 
nursing schools in the interim 
classification, and to the fact that nal 
many schools, in the lower quarter divisi 
of the list, were omitted, despite in 19 
the fact that they are approved A | 
by their respective state boards of stude 
nurse examiners. 

Miss Mace said last month that 

the new National Organization of 





guard the status of graduate nurses 
in the practice of their profession; 
(7) to prepare and assist hospitals 
in obtaining a better supply of 
better trained help over the nation. 


§ Hospital Schools .of Nursing will 
” a publish its own list of approved 
=| on schools “and will conduct a general 
| OG fy ge ew public relations program which 
he E+ pj = will be favorable to the hospital 
S ha | ” | ney = i schools.”” The group feels that hos- Pacific 
wn ae & - mi iS) pital schools of nursing approved Tota 
= Yn = oy > by state boards of nurse examiners 
2a fe & ey = should be accepted for member- th 
8 ss = 3 Co py = ship. F ag 
= a) a : we sa < Published objectives of the new . 
» & 4 ao a organization are: (1) To promote in 
= 3 4 mt =| general education of nurses; (2) to sae 
& Boma 5 3 Fry establish and assist in the operation sylva 
Qn 3 nt ad = of hospital schools of nursing; (3) 
5 a i] P Bi to broaden and elevate the art and Nurs 
5 & Ba oes science of nursing and the cur- A 
Ae fx Ef} ricula of hospital nursing schools; trib 
=i -Q a Bas (4) to extend and improve hos- is u 
= Ee < ie] fm Ss 2 = pital schools of nursing and nurs- a. 
Pz Ss i FS fa pd 7 ing education; (5) to formulate polic 
> =| ~ =o a 8 ae plans, rules, regulations and pro- st 
oc BY 3 & E+ grams for the use of _ hospital 8 7 
x4 — Me schools of nursing; (6) to safe- “i 
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Student Nurse Enrollment 

The largest class in any peace- 
time year was admitted to nursing 
schools throughout the country in 
1949, when 43,612 students en- 
rolled. Twelve hundred state-ap- 
proved schools of nursing have 
reported that in the first six months 
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of the year 6,943 students were ad- 
mitted, while 36,669 were admitted 
during the second half of 1949. This 
is an increase of about 1 per cent 
over the 1948 totals, according to 
the Committee on Careers in Nurs- 
ing, which prepared the report. 

Increases ranging from 1 per 
cent to 52 per cent were reported 
in 26 states. All states in the mid- 
dle Atlantic and Pacific regions 
admitted more students in 1949 
than in 1948. In the New England 
and east south central states, all 
but one admitted more students in 
1949. 

Decreases ranged from 1 per cent 
to 22 per cent and were reported in 
21 states. Generally the decrease 
was heaviest in the west south cen- 
tral region. Slightly more than half 
of the states in the west north cen- 
tral, south Atlantic and mountain 
divisions admitted fewer students 
in 1949 than in 1948. 

A comparative table showing 
student nurse admissions, by re- 
gion, in 1948 and 1949 follows: 


Region 1949 1948 
New England 4,356 4,109 
Middle Atlantic 10,512 10,131 
East North Central 8,898 9,113 
West North Central 5,331 5,386 
South Atlantic 5,863 5,860 
East South Central 2,137 2,018 
West South Central 2,308 2,642 
Mountain 1,350 1,417 
Pacific 2,857 2,697 

Total 43,612 43,373 

Those states that enrolled more 
than 1,000 students each in 1949 
are: California, Illinois, Indiana, 
Massachusetts, Michigan, Minne- 
sota, Mississippi, New Jersey, New 
York, North Carolina, Ohio, Penn- 
sylvania and Texas. 


Nurses’ Association Statement 


A “clarifying statement” at- 
tributed. to the American Nurses’ 
Association on the purposes and 
policies of its program for the im- 
provement of nursing services was 
published in the December issue of 
the Illinois State Nurses’ Associ- 
ation Bulletin. 

The unsigned article, headed 
“ANA Makes Clarifying State- 
ment,” denies that a new educa- 
tional program for nurses is being 
Promoted “‘which would have the 
effect of transferring all nursing 
education to degree programs and 
would result in the abolition of 
diploma programs.” 

The article states that the Amer- 
lean Nurses’ Association’s 1948 
resolution to promote the integra- 
tion of professional schools of 
hursing with institutions of higher 
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education does not mean the trans- 
fer of all nursing education to de- 
gree programs. The article states 
that it “simply implies the greater 
use of the instruction and facilities 
of institutions of higher education 
for the improvement of diploma 
schools. Nor does it mean that 
there is anything in the program 
which would affect the professional 
status of nurses who have pre- 
viously qualified as registered 
nurses.” 

The article emphasized that the 


1948 report, ‘Nursing for the Fu- 
ture,’ by Esther Lucile Brown, 
Ph.D., has not been adopted by any 
national or state nurses’ association 
as a program for action. The re- 
cently established interim classi- 
fication of hospital schools of nurs- 
ing is an outgrowth of this Brown 
report. 

“The program of the American 
Nurses’ Association,’’ the article 
said, “does not contemplate the 
abolition of diploma programs in 
nursing.” 








Quatity 


BARDSUSCI. Woven Catheters 
-BARDEX Rubber Catheters 


The Design and Distribution 
F Fine Quality Catheters 


is Our Sole Business 


Distributors for 


IM, 


enn eer 


C. R. BARD, Inc., Summit, N. J. 


UNITED STATES CATHETER 
“THERE 15 NO SATISFACTORY SUBSTITUTE FOR QUALITY 


& INSTRUMENT CORP. 








-: ORGANIZATIONS :- - 





Six Associations in Health Committee. 


To promote better understanding 
and an eventual solution of the na- 
tion’s health and welfare problems, 
six major professional associations 
have formed the Inter-Association 
Committee on Health. Participat- 
ing in the new organization are the 
American Hospital Association, the 


American Dental Association, the 
American Medical Association, the 
American Nurses Association, the 
American Public Health Associa- 
tion and the American Public Wel- 
fare Association. 

At their first meeting, in New 
York City on November 12, rep- 
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Our century of experience 


and constant technical 
advancement has made 
HASLAM’S Surgical Instru- 
ments synonymous with preci- 
sion and strength. 


It is not unreasonable to 
estimate that in well over 
100,000 instances, HASLAM 
Instruments have supplied that 
sensitive extension of the sur- 
geon’s skill that means the 
saving of a human life. 


“Since 1848, Obedience 
To The Surgeon’s Touch” 


Fred Haslam & Co., Ine. © 


83 Pulaski Street, Brooklyn 6, N. Y. 








resentatives of the six groups set 
down the objectives of the new 
committee. It was agreed that the 
committee will study and discuss 
various phases of health care in 
the interest of improving the health 
of the nation. In addition the com- 
mittee will serve as a central clear- 
ing house for the exchange of in- 
formation among the participating 
organizations so that mutual health 
problems may. be better under- 
stood. 

The appointed membership of 
the Inter-Association Committee 
on Health consists of three officers 
from each of the six associations. 
Representing the American Hospi- 
tal Association are: John N. Hat- 
field, president; John H. Hayes, 
chairman of the Council on Gov- 
ernment Relations; Dr. Charles F. 
Wilinsky, president-elect, and 
George Bugbee, executive director. 


California 


“The Impact of the Shortened 
Hospital Stay” was the theme of 
the annual meeting of the Associa- 
tion of California Hospitals at San- 
ta Barbara, November 16 and 17. 
Three sessions were conducted dur- 
ing the two-day meeting on the 
medical, administrative and patient 
aspects of the shortened hospital 
stay. 

Installed as president of the as- 
sociation was W. L. Krell, superin- 
tendent of Mills Memorial Hospital 
at San Mateo. Other officers named 
are: 

President-elect, Emanuel Weis- 
berger, administrator, Cedars of 
Lebanon Hospital, Los Angeles; 
first vice president, Dr. G. Otis 
Whitecotton, medical director, Ala- 
meda County Hospitals, Oakland; 
second vice president, Dr. H. M. 
Walton, medical director, White 
Memorial Hospital, Los Angeles; 
treasurer, Orville N. Booth, admin- 
istrator, St. Francis Hospital, San 
Francisco. 

Delegates named to the Ameri- 
can Hospital Association are Dr. 
John C. Sharp, medical director of 
the Monterey County Hospital, Sa- 
linas, and A. E. Maffly, administra- 
tor of Herrick Memorial Hospital, 
Berkeley. The two alternates are 
George B. Nelson, business man- 
ager of the Glendale Sanitarium 
and Hospital, and John S. Rafter, 
owner of the Richmond Hospital. 
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Thomas F. Clark of San Fran- 
cisco is executive secretary of the 
association. 


Oklahoma 


Thomas England, formerly ad- 
ministrator of the Masonic Hospi- 
tal, Cherokee, was installed as 
president of the Oklahoma Hospi- 
tal Association at the annual meet- 
ing November 17 in Tulsa. Other 
officers named at the meeting 
were: 

President-elect, J. P. Cox, ad- 
ministrator, Oklahoma Baptist Hos- 
pital, Muskogee; vice president, 
Celeste. Kemler, R.N., administra- 
tor, Valley View Hospital, Ada; 
treasurer, Sister M. Agnes, St. An- 
thony’s Hospital, Oklahoma City. 


Florida 


At the annual meeting of the 
Florida Hospital Association, con- 
ducted in Orlando on November 
28 and 29, Dr. C. C. Hillman, di- 
rector of Jackson Memorial Hospi- 
tal, Miami, was installed as presi- 
dent. Officers elected at the meeting 
are: 

President-elect, Norman Losh, 
superintendent, Orange Memorial 
Hospital, Orlando; secretary-treas- 
urer, Mother Loretta Mary, super- 
intendent, St. Joseph’s Hospital, 
Tampa. 

H. A. Schroder, executive direc- 
tor of the Florida Hospital Service 
Corporation, Jacksonville, is execu- 
tive secretary of the association. 

During the business session of 
the meeting, the by-laws were 
amended so that a hospital admin- 
istrator will always be elected sec- 
retary-treasurer of the association. 

W. E. Arnold, director of St. 
Luke’s Hospital at Jacksonville, 
was named delegate to the Amer- 
ican Hospital Association. Dr. Hill- 
man is the alternate delegate. 


Illinois 


Following the action taken at its 
May meeting in 1949, the Illinois 
Hospital Association combined its 
annual business session and mid- 
year conference at a meeting No- 
vember 30 to December 2 at 
Springfield. Previously, officers of 
the association were elected at Chi- 


. Cago’s Tri-State Assembly in May 


of each year. The structure of the 
election of officers was changed 
somewhat when the by-laws were 
revised to provide for the naming 
of a president-elect and a fulltime 
executive secretary. 

Leslie D. Reid, administrator of 
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Presbyterian Hospital, Chicago, 
was named president-elect and 
will become president on January 
1, 1951. Leo M. Lyons, director of 
St. Luke’s Hospital, Chicago, will 
continue as president of the organi- 
zation until 1951. An executive 
secretary will be named at a later 
date. 

Other officers named for 1950 
are: First vice president, Bertha 
N. Harding, administrator, Com- 
munity Hospital, Geneva; second 
vice president, Rev. Clement G. 
Schinler, East St. Louis, director 


of Catholic Hospitals, diocese of 
Belleville; secretary-treasurer, Er- 
win W. Wegge, business manager, 
Moline Public Hospital. 

Mr. Reid and Mr. Lyons were 
named delegates to the American 
Hospital Association. Their alter- 
nates are J. T. Tollefson, adminis- 
trator of Lutheran Hospital, Mo- 
line, and Margaret Arnold, R.N., 
administrator of Lakeview Hospi- 
tal, Danville. 

In another by-law revision, Type 
V active institutional membership 
was provided for hospital auxili- 
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NOW UNDER CONSTRUCTION 


Divine Providence Hospital, Williamsport, Pa., Now Nearing Completion. 


A SECOND LAWSON 
ASSOCIATES CAMPAIGN 


B. H. LAWSON-~ ASSOCIATES directed a successful campaign to raise 
$700,000 for Divine Providence Hospital, in Williamsport, Pennsylvania, in 
1945. More than $751,000 .was, subscribed in cash and pledges. 


The Sisters of Christian Charity decided, however, to await more favorable 
building conditions. They also revised their original plans, to provide 225 
beds and other added facilities for the care of the sick. The total estimated 
cost under the new plans is $3,000,000, and the Sisters have increased their 


A campaign to raise the $600,000 needed to complete the hospital is now 


Recalling the success of the 1945 fund-raising effort under LAWSON 
ASSOCIATES direction, the Sisters retained this firm for the present cam- 
paign, the object of which is to “open the doors” of Divine Providence Hos- 


If your hospital needs funds for a new development, for expansion, or for 
rehabilitation, why not investigate our services? On-the-spot consultation and 
preliminary surveys are rendered without obligation to you. 


Write, today, for your copy of our illustrated brochure, "Fund Raising." 


B. H. Lawson Associates 


Incorporated 
ROCKVILLE CENTRE, NEW YORK 
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aries. Another by-law change pro- 
vides for the adoption of the affili- 
ation agreement with the American 
Hospital Association. 


Colorado 
At a Denver meeting of the Colo- 
rado Hospital Association early in 
November, officers for this year 
were elected. Named were: 
President, Dr. James P. Dixon, 
medical director, Denver General 


Hospital; president-elect, Helen 
Pixley, Parkview Hospital, Pueb- 
lo; vice president, Sister M. Jo- 
hanna, Sacred Heart Hospital, 
Lamar; treasurer (re-elected) M. 
A. Moritz, business manager, Den- 
ver General Hospital. 

Msgr. John R. Mulroy, diocesan 
director of Catholic Hospitals, 
Denver, was named delegate to the 
American Hospital Association. His 
alternate is Dr. Herbert A. Black, 
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medical director of the Parkview 
Hospital at Pueblo. 

R. A. Pontow is executive sec- 
retary of the association. 


Alberta 


At the November 2 meeting of 
the Alberta Hospital Association, 
officers were named to head the as- 
sociation for this year. They are: 

President, Dr. A. C. McGugan, 
superintendent. of the University 
of Alberta Hospital, Edmonton; 


president-elect, Frank Swain, busi-. 


ness manager, High River Munici- 
pal Hospital; vice president, Edgar 
E. Dutton, secretary-treasurer of 
Galt Hospital, Lethbridge; L. R. 
Adshead, business manager, Uni- 
versity of Alberta Hospital. 


Accountants’ Officers 


Members of the American Asso- 
ciation of Hospital Accountants 
voted by mail ballot recently to 
elect 1950 officers. They are: 

President, George H. Long ZJr., 
comptroller of Hahnemann Med- 
ical College and Hospital, Philadel- 
phia; first vice president, Brother 
Silverius Case, C.F.A., administra- 
tor of Alexian Brothers Hospital, 
St. Louis; second vice president, 
A. Fraser Moffatt, treasurer, Civic 
Hospital, Ottawa, Ont. Helen M. 
Yerger, assistant administrator of 
Park Avenue Hospital, Rochester, 
N.Y., was elected secretary-treas- 
urer but she later resigned and 
was replaced as secretary-treasur- 
er by Frederick C. Morgan, comp- 
troller of Genesee Hospital, Roch- 
ester, N. Y. 


Md.-D. C.-Del. Meeting 


Officers of the Maryland-District 
of Columbia-Delaware Hospital 
Association were named at the No- 
vember 14 meeting in Wilmington, 
Del. Leo G. Schmelzer, administra- 
tor of Garfield Memorial Hospital, 
Washington, was installed as presi- 
dent of the group. Officers elected 
at the meeting are: 

President-elect, Richard R. Grif- 
fith, director, Delaware Hospital, 
Wilmington; first vice president, 
John L. Procope, superintendent, 
Provident Hospital, Baltimore; sec- 
ond vice president, Sister Mary 
Antonella, administrator, George- 
town University Hospital, Wash- 
ington; third vice president, Ethel 
Northam, R.N., superintendent, 
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Frederick (Md.) Memorial Hospi- 
tal; secretary-treasurer, Carroll D. 
Hill, director, Union Memorial Hos- 
pital, Baltimore. 

A. K. Parris is executive secre- 
tary of the association, with head- 
quarters in Baltimore. 


Maine 


A resolution to appoint a com- 
mittee to study the possible or- 
ganization and integration of Maine 
hospitals on a statewide level so 
as to complement the state civilian 
defense program, was passed at the 
annual meeting of the Maine Hos- 
pital Association, December 2, in 
Portland. In another resolution, 
members of the association agreed 
to accept the offer of the Maine 
Medical Association to allow the 
Maine Hospital Association a more 
active participation in its journal 
and to coordinate the efforts of the 
public relations committees of both 
organizations. 

New officers of the association 
are: President, Pear] R. Fisher, R.N., 
superintendent, Thayer Hospital, 
Waterville; vice president, Helen 
Goodwin, R.N., superintendent, 
Rumford Community Hospital; 
treasurer, Dana S. Thompson, as- 
sistant director, Central Maine 
General Hospital, Lewiston; secre- 
tary, Lawrence M. MacDougall, 
assistant director, Eastern Maine 
General Hospital, Bangor. 


Connecticut 


Rev. Lawrence E. Skelly, dio- 
cesan director of Catholic hospi- 
tals, Waterbury, Conn., was elected 
president of the Connecticut Hos- 
pital Association at a recent meet- 
ing in New Haven. 

The vice president is Ralph A. 
Powers, president of the Lawrence 
and Memorial Associated Hospi- 
tals, New London. William A. Put- 
nam, president of the Hartford 
Hospital, was named treasurer. 

Reverend Skelly will be the 
delegate to the American Hospital 
Association. The alternate delegate 
is Hiram Sibley, executive direc- 
tor of the association. 


Utah 


Officers for 1950 were elected at 
the meeting of the Utah Hospital 
Association, December 8. Named 
were: President, Lawrence D. Ev- 
ans, administrator of the Dee 
Memorial Hospital, Ogden; vice 
president, E. C. H. Pearson, admin- 
istrator of the Salt Lake County 
General Hospital, Salt Lake City; 
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secretary-treasurer, Dan Manning, 
superintendent of the Sevier Coun- 
ty Hospital, Richfield. 


Nebraska 

Officers for 1950 were named at 
a meeting of the Nebraska Hospital 
Association at Omaha in mid-No- 
vember. Dr. Harold C. Lueth, dean 
of the College of Medicine of the 
University of Nebraska, Omaha, 
is the new president. Others are: 

President-elect, Eugene Saxton, 
administrator, Dodge County Hos- 
pital, Fremont; vice president, 





James Carr, assistant superintend- 
ent, University of Nebraska Hos- 
pital, Omaha; treasurer, Paul Fin- 
man, business manager, Immanuel 
Deaconess Hospital, Omaha; secre- 
tary, Donald W. Duncan, business 
manager, St. Elizabeth’s Hospital, 
Lincoln. 

Harold J. Hamilton, administra- 
tor of Brewster Hospital, Holdrege, 
was named delegate to the Ameri- 
can Hospital Association. His alter- 
nate is Francis J. Bath, business 
manager of St. Joseph’s Hospital, 
Omaha. 
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Implementation of Hoover Report 


The complex and _ interlocked 
problems of veterans’ hospital 
care, greater utilization of private 
hospitals for furnishing such care, 
consolidation of the federal gov- 
ernment’s hospital services and 
free outpatient services to service- 
men’s dependents received a warm 
airing in Washington last month. 

Contributing to the outpouring 
of views were former President 
Herbert Hoover, Dr. Paul R. Haw- 
ley, the American Medical Associ- 
ation, the American Legion and 


the Veterans of Foreign Wars. A 
few weeks earlier, the Department 
of Defense and the Bureau of the 
Budget became involved in the 
many-sided controversy, which is 
far from settled. 

Opening the National Reorgani- 
zation Conference, sponsored by 
the Citizens Committee for the 
Hoover Report, Mr. Hoover called 
for unification of government hos- 
pital and health services, military 
as well as civilian. 

“As an indication of waste,” he 
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said, ‘‘there already existed in fed- 
eral hospitals, at the time of our 
investigation, beds for 225,000 pa- 
tients and only 155,000 were occu- 
pied. Yet Congress has made ap- 
propriations for, or authorized, 
hospitals with 50,000 additional 
beds despite the fact that 70,000 
are empty, at a cost of $1,300,000,- 
000.” 

Addressing the conference the 
next day, Dr. Hawley, chief exec- 
utive officer of the Blue Cross and 
Blue Shield Commissions, corrob- 
orated Mr. Hoover’s charges of 
waste in money and manpower. 
Not generally known is the fact 
that American Legion officials 
tried diligently to get Dr. Hawley 
to temper his speech in the direc- 
tion of “soft pedaling” merger of 
federal hospital facilities. But he 
went through with down-the-line 
endorsement of Mr. Hoover’s pro- 
posal that hospitals operated by 
the Veterans Administration, as 
well as those of the armed forces 
and the Public Health Service, be 
combined under the United Med- 
ical Administration plan as spelled 
out in a Senate bill that is now 
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pending. 
The Blue Cross-Blue Shield ex- 
ecutive urged an end to competi- 
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tion among the three military serv- 
ices for professional manpower. In 
peacetime, civilian hospital staffs 
should be organized as Armed 
Forces reserve units, instead of 
Army, Navy or Air Force units, as 
at present, Dr. Hawley said. Re- 
garding operating economy, he 
said: 

“T find it very difficult to defend 
the high proportion of vacant beds 
in many federal hospitals. It is 
rare that a vacant bed results in 
economy, save, perhaps, in the 
food ration, which is a small frac- 
tion of the patient-day cost. Ordi- 
narily, hospitals are staffed to op- 
erating capacity, and vacant beds 
merely elevate the patient-day 
cost, far too often to extravagant 
levels.” 

In a nationwide radio address, 
National Commander George N. 
Craig of the American Legion 
came back promptly with a denial 
of what he termed an implication 
that many veterans hospital beds 
are vacant. 

At the same time, the command- 
er-in-chief of the Veterans of For- 
eign Wars, Clyde A. Lewis, was 
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voicing apprehension of the pro- 
spective stripping of medical and 
hospital services from the Veterans 
Administration. 

As for the question of establish- 
ing government policy whereby 
nonfederal hospitals would be util- 
ized systematically for care of non- 
service disabilities among veter- 
ans, thus obviating construction of 
thousands of more beds at taxpay- 
ers’ expense, action quite possibly 
may be taken by Congress this 
year. When the matter came up at 
the American Medical Associa- 
tion’s December interim meeting 
in Washington, the House of Dele- 
gates took no stronger step than to 
direct its speaker to appoint a five- 
man committee to discuss the 
problem with the American Hos- 
pital Association, the Veterans Ad- 
ministration and the veterans’ 
service organizations and prepare 
recommendations to be submitted 
to the 1950 annual meeting in San 
Francisco. 

Still awaiting expression of sen- 
timent by members of Congress is 
the problem of dependent care, in- 
cluding scrutiny of the low per 
diem rate of $1.75 paid for inpa- 
tient services and accommodations. 
Principally wives and _ children, 
more than two million dependents 
are involved in this controversy, 
which flared up late in November 
when Budget Director Frank Pace 
suggested to the Department of 
Defense the feasibility, as an econ- 
omy measure, of cutting off these 
privileges or limiting them sharply. 


Public Health Grants 


Two grants totaling $3,082,112 
have been awarded by the National 
Cancer Institute of the Public 
Health Service to institutions en- 
gaged in cancer research. The first 
grant, $2,174,900, is for the con- 


nonfederal institutions. The 105 
projects supported by this grant are 
designed to reveal new scientific 
information on a variety of human 
ailments. Included are studies of 
the effect of parental age on long- 
evity, the use of streptomycin in 
tuberculosis, the electrical activity 
of the central nervous system and 
the inter-relationship of the mind 
and body in peptic ulcers. 


Home Care Approval 


Veterans with service-connected 
disabilities and who are seeking 


home-town medical care have been 
reminded that they must first ob- 
tain approval from their regional 
office. 

While the rules for emergency 
cases are less stringent, veterans 
who are hospitalized for emer- 
gency treatment with service dis- 
abilities still must request approval 
within 72 hours after they have 
been hospitalized. If they receive 
emergency care on an outpatient 
basis, veterans must have their re- 
quest in writing at the regional 
office within 15 days after such 
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struction of cancer research facili- 
ties in 14 hospitals and universities. 
The grants have been made pri- 
marily to institutions closely affili- 
ated with medical schools. 
The second grant of $907,212 is 
intended to aid laboratory and 
Clinical research in nonfederal in- 
stitutions. These funds are to be 
distributed among hospitals and 
universities in 21 states and the 
District of Columbia. With the aid 
of these funds several of the insti- 
tutions will investigate the rela- 
tionship of cancer and hormones. 
The National Institutes of Health 
of the Public Health Service has 
Made a grant of $835,770 for med- 
ical and allied research projects at 


Clean quickly with SUPER SHINE-ALL, 
Hillyard’s all-purpose, neutral chemical 
cleaner. Approved by Underwriters’ Lab- 
oratories as “Anti-Slip”. Needs no rinsing. 


FLOORS 
Dingy? 
Dirty? 





Treat floors with Slip-Resistant HILCO 
LUSTRE. Not a wax, but a self-polishing 
renewer. Makes floors glossy, beautiful— 
and safe—once again. Un- 

derwriters’ approved. 


In Need of a 
PROTECTIVE 
POLISH? 














Call your nearest Hill- 
yard ‘‘Maintaineer’’ 
immediately for profes- 
sional advice on any 
floor problem. It’s FREE! 


St. Joseph, Missouri 
U.S.A. 








JANUARY 1950, VOL. 24 








- » FEDERAL, ADMINISTRATIVE - - 





treatment is begun at the hospital. 

No approvals for home-town 
care, either emergency or non- 
emergency, will be given if the 
facilities of a Veterans Administra- 
tion hospital are available. 


Air Force Appointments 


Maj. Gen. Harry G. Armstrong, 
‘formerly deputy surgeon general 
of the Air Force, last month be- 
came surgeon general of the Air 
Force when Maj. Gen. Malcolm C. 
Grow announced his retirement 
from that position. General Grow, 
who has been with the military 
medical service for 31 years, be- 
came surgeon general when the 
Air Force Medical Service was cre- 
ated last July 1. During his 31 
years of service, General Grow did 
much to develop body armor, which 
saved many lives among combat 
airmen in World War II. He also 
developed survival kits and first- 
aid techniques and inaugurated a 
system of passes and leaves which 


did much to lower the neuropsy- 
chiatric rate. General Grow is a 
fellow of the British Royal Society 
of Medicine, a temporary associate 
member of L’Academie de Chirur- 
gie de France and an honorary fel- 
low of the American College of 
Surgeons. 

General Armstrong, the new 
surgeon general, was attached to 
the Air Force in 1931. In 1934 he 
went to Wright Field, Dayton, 
where, with 
General Grow, 
he founded the 
Aero - Medical 
Laboratory. 
There they de- 
veloped most of 
the protective 
flight clothing 
now in use. In 
1942, General 
Armstrong was 
transferred to 
the School of Aviation Medicine at 
Randolph Field, Tex., to establish 
a research laboratory. After serv- 


GEN. ARMSTRONG 


ing as surgeon of the Eighth Air 
Force in London and as surgeon 
of the air division of the military 
government in Berlin during and 
immediately after World War II, 
he returned to the United States to 
become commandant of the Ran- 
dolph Field aviation medicine 
school. In June 1949 he was ap- 
pointed deputy surgeon general of 
the Air Force. 

General Armstrong is a fellow 
of the American Medical Associa- 
tion, the Aero-Medical Associa- 
tion, the Institute of Aeronautical 
Sciences, the American College of 
Physicians and the Royal Society 
of Medicine of London. 

Brig. Gen. Dan Clark Ogle, spe- 
cial assistant to the surgeon gen- 
eral, will succeed General Arm- 
strong as deputy surgeon general. 


Radioactivity Guide 


A booklet intended to be of use 
in safe handling of radioactive 
wastes has been published by 
Atomic Energy Commission and is 
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procurable from the Superintend- 
ent of Documents, Government 
Printing Office, Washington 25, 
D.C. The cost is 15: cents. Written 
in nontechnical language, the re- 
port describes radioactivity and its 
biological effects, types and sources 
of radioactive wastes in the atomic 
energy program; and methods used 
for safe handling of wastes and 
protection of workers and the 
public from contamination. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the Public Health Service under 
the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 124 of 
HosPITaLs for November. 


ARIZONA 
Pinal General Hospital, Florence; gen- 
eral;......; county; $75,000; $25,000 (1949 
budget). 

CALIFORNIA 
Modoc General Hospital, Alturas; gen- 
eral; 32; county; $841,000; $275,000 (1949 
budget). 
Merced County Hospital, Merced; gen- 
eral; 88; county; $1,129,760; $376,586 (1949 


budget). 
COLORADO 
Sedgwick County Public Hospital, Jules- 
burg; general; 18; county; $214,500; $71,333 
(1949 budget). 
CONNECTICUT 
Milford Hospital; general; 75; county; 
$659,500; $32,603 (1950 budget); $167,397 
(1951 budget). 
FLORIDA 


Okaloosa County Health Center, Crest- 
view; health center; ; county; $27,000; 
$9,000 (1949 budget). 


GEORGIA 
Memorial Hospital, Adel; general; 25; 
county; $240,000; $80,000; (1949 budget). 
Appling County Hospital, Baxley; gen- 
= 5° county; $250,000; $83,333 (1949 
udget). 
Wayne County Public Health Center, 
Jesup; health center; ; county; $43,000; 
$14,333 (1950 budget). 


IDAHO 


Gooding Memorial Hospital; general; 18; 
nonprofit; $103,848; $10,000 (1949 budget); 
$22,897 (1950 budget). 


ILLINOIS 
Carmi Township Hospital; general; 50; 
city; $875,000; $291,666 (1950 budget). 
lOWA 


Community Memorial Hospital, Clarion; 
falect, 22; county; $277,920; $92,640 (1950 

et). 

Guthrie County Hospital, Guthrie Cen- 
ter; general; 30: county; $384,206; $127,- 
600 (1950 budget). 

Community Memorial Hospital, Sheldon; 
Seneral; 24; nonprofit; $294,111; $96,618 


(1950 budget). 
MARYLAND 
ens, Health and Welfare Building, 
olis; ; ; 361; 
$79,185 ies county; $331,361 
MASSACHUSETTS 
Boston Lying-In Hospital; general; 6; 
nonprofit; $60,000; $20,000 (1950 budget). 
MICHIGAN 
James Sheldon Memorial Hospital; Al- 
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bion; general; 30; city; $300,000; $100,000 
(1950 budget). 

Oakwood Hospital, Dearborn; general 
and health center; 200; nonprofit; $4,326,- 
900; $200,000 (1950 budget); $1,242,300 (1951 
budget). 

Tuberculosis Sanatorium, Hancock; tu- 
berculosis; 100; state; $1,050,000; $350,000 
(1950 budget). 

Dickinson County Memorial Hospital, 
Iron Mountain; general; 48; county; $773,- 
040; $257,680 (1950 budget). 

Kalamazoo State Hospital; mental; 128; 
state; $900,000; $300,000 (1950 budget). 

South Haven Hospital; general; 28; city; 
$156,000; $52,000 (1950 budget). 

James Decker Munson Hospital, Tra- 
verse City; general; 32; nonprofit; $750,- 
000; $250,000 (1950 budget). 


MINNESOTA 
Buffalo Memorial Hospital; general; 21; 


city; $290,240; $96,746 (1949 budget). 

Pelican Valley Health Center, Pelican 
Rapids; general; 23; nonprofit; $286,800; 
$95,600 (1950 budget). 


MISSISSIPPI 


Monroe County Public Health Center; 
Aberdeen; health center; ; county; $61,- 
877; $20,576 (1950 budget). 

Monroe County Branch Health Center, 
Amory; health center; ......; county; $29,- 
375; $9,791 (1950 budget). 

Kemper County Hospital, DeKalb; gen- 
eral; 25; county; $238,950; $78,400 (1949 
budget). é 

Holmes County Auxiliary Health Center, 
Durant; health center; ......; county; $12,- 
894; $4,298 (1950 budget). 

Sunflower County Branch Health Cen- 
ter, Inverness; health center; ; $11,957; 
$3,719 (1949 budget). 
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MaRION D. FLOyD has been ap- 
pointed chief of Dietetic Branch of 
the Division of Hospitals, Public 
Health Service, Washington. She 
succeeds MARJORIE J. WooD who 
has retired. 

From 1946 to 1948 Miss Floyd 
was president of the Massachusetts 
Dietetic Association. She is a mem- 
ber of the executive board of the 
American Dietetic Association. 





PauL G. Burt, A.I.A., Chicago 
architect, will leave soon for Eng- 
land as honorary consulting archi- 
tect to Guy’s Hospital, London. The 
British Ministry of Health has au- 
thorized the reconstruction of this 
200-year old hospital, which was 
practically demolished by the Ger- 
man blitz in 1941. 

Mr. Burt’s appointment as con- 
sulting architect was the result of 
a nationwide survey of hospitals 
in America. 





STANLEY R. SCHULMAN was 
named director of Monticello (N. 
Y.) Hospital, December 15. Prior 
to this appointment, Mr. Schulman 
was director of the Home for the 
Aged, Trenton, N. J. 


TMNT 


W. W. LOWRANCE, superintend- 
ent of Tuomey Hospital, Sumter, 
S.C., became administrator of Self 
Memorial Hospital, Greenwood, 
S.C., January 1. This hospital, now 
under construction by the. Self 
Memorial Foundation, will be 
ready for occupancy in the fall of 
this year. 

Mr. Lowrance is president of the 
South Carolina Hospital Associa- 
tion and the Carolinas-Virginias 
Hospital Conference. 

A. PRESTON NISBET succeeds Mr. 
Lowrance as_ superintendent of 
Tuomey Hospital. Mr. Nisbet for- 
merly was administrator of Cen- 
tral Carolina Convalescent Hospi- 
tal, Inc., Greensboro, N.C. 


OTT 


W. K. CLorE became executive 
secretary of the Southwestern 
Michigan Hospital Council Decem- 
ber 15. Formerly with industrial 
organizations, Mr. Clore will help 
organize a group purchasing plan 
among the various member hospi- 
tals as one of his first projects. 
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Dr. DANIEL J. REDNOR has suc- 
ceeded Dr. Invinc RUBIN as medi- 
cal superintendent of Deborah 
Jewish Tuberculosis Society, 
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Browns Mills, N.J. Dr. Rednor for- 
merly was associate medical direc- 
tor of Michigan State Sanatorium 
for Tuberculosis, Howell. 


EpwIn F. Ross has been appoint- 
ed administrator of Doctors’ Hos- 
pital, Cleveland Heights, Ohio. He 
served his administrative residency 
at Huron Road Hospital, East 
Cleveland, Ohio. 


WILBUR M. ASHMAN has suc- 
ceeded Max E. GERFEN as super- 
intendent of Conemaugh Valley 
Memorial Hospital, Johnstown, Pa. 
Mr. Ashman, formerly purchasing 
agent for the same hospital, will 
take over his new duties January 


SISTER MARY BRIGH was ap- 
pointed administrator of Saint 
Mary’s Hospital, Rochester, Minn., 
December 1. She replaced SISTER 
M. DomMITILLA, who had been su- 
perintendent there since 1939. 

Sister Domitilla has been named 
hospital consultant for the hospi- 
tals conducted by the Sisters of 
Saint Francis of the Congregation 
of Our Lady of Lourdes. She will 
continue to be stationed at Saint 
Mary’s Hospital. 


JOSEPH P. Hart, assistant direc- 
tor and purchasing agent of the 
Paterson (N.J.) General Hospital, 
has resigned his position to become 
administrator of Williamsborough 
Maternity Hospital, Brooklyn. Mr. 
Hart formerly was purchasing 
agent of Overlook Hospital, Sum- 


S. P. REAKES has been named 
manager of Dona Ana County Me- 
morial Hospital, Las Cruces, N.M. 
For the past two years Mr. Reakes 
has been personnel and public re- 
lations director, Hotel Dieu, Sister’s 
Hospital, New Orleans. 





RAYMOND W. BROOKE was ap- 
pointed assistant director in charge 
of non-professional services at 


Johns Hopkins Hospital, Baltimore. 
Dr. RICHARD J. ACKART, present as- 
sistant director, will continue in 
charge of professional services to 
patients and director of the out- 
patient department. 


Dr. DwicHt W. DANBuURG has 
been named _ superintendent of 
Greenwell Springs (La.) Sanato- 
rium. Prior to this appointment, 
Dr. Danburg served on the staff of 
Norwich (Conn.) State Hospital. 


Dr. HARVEY AGNEW, executive 
secretary of the Canadian Hospital 
Council since its inception in 1931 
and editor of 
The Canadian 
Hospitals has re- 
signed to enter 
the consulting 
field. Dr. Agnew 
has joined the 
hospital consult- 
ing firm of Neer- 
gaard.and Craig, 

New York City, 

which will 

henceforth be 

known as Neergaard, Agnew and 
Craig. Offices are being opened in 
Toronto under the direction of Dr. 
Agnew. 

Dr. Agnew is a past president of 
the American Hospital Association 
and was one of the first persons 
selected for honorary fellowship 
in the American College of Hospi- 
tal Administrators. For many years 
Dr. Agnew was director of the 
Department of Hospital Service of 
the Canadian Medical Association. 
He is a member of the American 
Association of Hospital Consult- 
ants. 


Doris M. Horwoop has _ suc- 
ceeded Dr. MABEL D. ORDWAY as 
administrator of Glenside Hospi- 
tal, Boston. 


Dr. JOHN T. SMILEY has resigned 
as medical director of San Joaquin 
General Hospital, French Camp, 
Calif. Prior to this position, he 
served as chief of the Bureau of 
Hospital Licensing and Inspection, 


135 





California State Department of 
Health. 





NICHOLAS J. CAFARO has been ap- 
pointed chief administrative assist- 
ant of St. John’s Episcopal Hospi- 
tal, Brooklyn. Mr. Cafaro was per- 
sonnel director at the hospital for 
two years. 


HERMAN J. V. GRIMMER JR., hos- 
pital administration specialist for 
the Institute of Inter-American 
Affairs, has returned to his head- 
quarters in San Salvador, El Sal- 
vador. He had spent four months 
at Peter Bent Brigham Hospital, 
Boston, recuperating from a horse- 
back riding accident. 





The following appointments have 
been announced recently by the 
Veterans Administration. 

Dr. Harry H. Botts succeeds 
Dr. CEcIL B. SHROUT as manager 
of the Veterans Administration 
Hospital, Chillicothe, Ohio. Dr. 
Shrout has retired after 32 years 
of government service. Prior to 
this appointment, Dr. Botts was 
manager of the Veterans Adminis- 
tration Hospital in Marion, Ind. 

Dr. Botts is replaced by Dr. 
ARVIN E. TROLLINGER as manager 
of the Veterans Administration 
Hospital, Marion. Dr. Trollinger 
previously was chief of profes- 
‘sional services at the Veterans Ad- 
ministration Hospital, Perry Point, 
Md. 

Dr. RICHARD L. HARRIS has been 
appointed manager of the Veterans 
Administration Hospital now un- 
der construction at Peekskill, N.Y. 
Dr. Harris formerly was chief med- 
ical officer of the Veterans Admin- 
istration center in Los Angeles, 
and the Veterans Administration 
Hospital, Sheridan, Wyo. 


Dr. Morris HINENBURG has be- 
come medical care consultant to 
the Federation of Jewish Philan- 
thropies of New York City. He for- 
merly was executive director of 
the Jewish Hospital of Brooklyn. 


Mas. GEN. HuGH J. CASEY has 
been appointed executive vice 
president of Pennsylvania Hospi- 
tal, Philadelphia. A veteran of 34 
years of Army service, he will act 
as administrative assistant to the 
hospital’s board of managers and 
the president. 

Gen. Casey, who resigned from 
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the service on December 31, will 
work through the administrators 
of the hospital’s two branches on 
general operational questions. 





HAROLD E. LUNDE, former super- 
intendent of Chippewa County 
Memorial Hospital, Sault Ste. 
Marie, Mich., has become admin- 
istrator of St. John’s Hospital, Red 
Wing, Minn. He succeeded JOHN 
REHDER who died a few months 


B. L. STEGER has been named as- 
sistant chief of the Education and 
Training Division, Office of the 
Army Surgeon General, Washing- 
ton: Prior to this appointment, Mr. 
Steger served as administrative in- 
tern at the Johns Hopkins Hospital, 
Baltiniore. 


J. D. SANSBY has been appointed 
administrator of Summit Avenue 
Rest Hospital, St. Paul. 


F. G. WINTERS has _ succeeded 
Guy C. WILLIAMSON as business 
manager of Forsyth Memorial San- 
itarium and Hospital, Tallahassee, 
Fila. 


MARGARET HAGAN, national direc- 
tor of Military Hospital Service 
for the American Red Cross, was 
appointed as consultant on social 
work in naval hospitals, Novem- 
ber 17. Miss Hagan is a past presi- 
dent of the American Association 
of Psychiatric Social Workers. 


E. E. PENGELLY has been named 
administrator of Black Hills Gen- 
eral Hospital, Rapid City, S. Dak. 


WILLIAM A. PHILLIPS, former 
administrative intern at Charlotte 
(N.C.) Memorial Hospital, has 
been appointed assistant director 
of Holston Valley Community Hos- 
pital, Kingsport, Tenn. 


Dr. CHARLES D. ALTMAN, acting 
medical director of Newark (N.J.) 
City Hospital, has been named 
medical director, effective Janu- 
ary 1. On the same date, Dr. WIL- 
LIAM E. FERGUSON became first 
assistant medical director, the po- 
sition vacated by Dr. Altman. 


BERNICE I. RANNELS has been 


named superintendent of Wocd- 
lawn Hospital, Rochester, Iowa. 
She succeeds ADA LEONARD, who is 
retiring. 





Dr. GEORGE W. Morrow, who 
served for 12 years as superintend- 
ent of Kankakee (Ill.) State Hos- 
pital, has become assistant super- 
intendent of Logansport (Ind.) 
State Hospital. 

Dr. ERNEST S. KLEIN, assistant 
superintendent of Kankakee State 
Hospital for three years, has been 
appointed acting superintendent of 
that institution. 


JAMES CLIFFORD MCGILVRAY has 
succeeded EVERETT E. Moopy as 
superintendent of Twin Falls 
(Idaho) County Hospital. Mr. Mc- 
Gilvray has spent the past 14 years 
in medical work in India, and be- 
fore that he held positions in Great 
Britain. 


Dr. Louis F. KOMPARE has been 
named medical director and super- 
intendent of Lake County General 
Hospital, Waukegan, Ill. He suc- 
ceeds Dr. JOHN D. FOLEY, who 
filled the post during the war 
years. 





Dr. MICHAEL M. Dacso has be- 
come physician-in-charge of the 
Department of Physical Medicine 
and Rehabilitation at Goldwater 
Memorial Hospital, New York City. 





MOTHER ST. OLIVER has succeed- 
ed SISTER ST. THERESA, R.N., as 
administrator of Misericordia Hos- 
pital, New York City. 





ANTUUUAUTUATA MMT 


Deaths 





FRANK C. RAND, trustee of Barnes 
Hospital, St. Louis, for 32 years, 
died December 2. Mr. Rand, who 
had been chairman of the board of 
Barnes Hospital for 26 years, was 
cited by the American Hospital 
Association, September 1948, for 
outstanding contributions to medi- 
cine and hospital service. 


EDWARD INGRAHAM, trustee of 
Mount Auburn Hospital, Cam- 
bridge, Mass., died October 27. He 
was a member of the American 
Hospital Association. 
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